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ROENTGENOLOGICAL ASPECT OF 
DUODENAL ULCER 


JOHN E. HEATLEY, M.D. 
OKLAHOMA CITY 


The first inch of the gastro-intestinal 
tract beyond the pylorus was first con- 
sidered intestines by the anatomists. It is 
of the same origin as the stomach and may 
be considered part of it. Referred to as 
the “Bulbus Duodeni” by Holzknecht, and 
Cole uses the descriptive term cap, which 
is popular. He adopted this name because 
the normal duodenum should fit over the 
pylorus as a cap. According to Alverez 
the musculature is weaker than in the re- 
mainder of the duodenum which may ac- 
count partly for the stasis as we have in 
the stomach. Filling and emptying depend 
on the pylorus, peristalsis, vehicle uses 
for barium, and pathology involving the 
duodenum. 


Size, shape and position of cap may 
vary according to: type patient, pressure 
from outside, adhesions, and ulcer. 


Evidence of duodenal ulcer may be 
demonstrated on the film or the fluoro- 
scopic screen if a constant deformity is 
present. These deformities may be the re- 
sult of induration, spasm, and changes in 
the wall producing the characteristic 
niche. These are sometimes spoken of as 
the direct signs of ulcer. The induration 
may be expected to cause contraction of 
the wall according to the amount of scar. 
Sufficient contraction may cause obstruc- 
tion. The niche is usually easily demon- 
strated if the patient is rotated during the 
examination. Different observers probab- 
ly have a different conception of what 
constitutes a niche. It has been found in 
10% of ulcers by some and 50% by others. 


There is an associated spasm in a high 
percentage of cases which along with the 


congestion and interference with arrange- 
ment of folds of mucous membrane prob- 
ably accounts for the size of defect, on 
film, being larger than the ulcer. 

Spasm may be reflex and cause confu- 
sion. Repeated examinations and some- 
times antispasmodics will usually rule out 
reflex spasm. 

Indirect signs of ulcer are: 


1. Rapid emptying, due to increased 
peristalsis. 


2. Slow emptying due to obstruction. 

3. Variations in gastric peristalsis. 

4. Dilatation of the stomach. 

Rapid emptying may be due to malig- 
nancy of the stomach involving the pylor- 
us, achylia, or hypermotility of the in- 
testines. 

Slow emptying may be due to polyp or 
growth obstructing pylorus, or adhesions. 

Dilated stomach may be due to hyper- 
trophy of the pylorus due to pylorospasm. 


So we see that no one of the indirect 
signs alone is of very great value in diag- 
nosis of duodenal ulcer. On the other hand 
very deep active peristalsis with gastric 
retention is considered by Carmen to be 
of equal value to any of the direct signs. 
The value of the indirect signs vary as the 
value of an ulcer history may vary, ac- 
cording to diligence and judgment. 


Very often a large stomach with reten- 
tion is considered evidence of carcinoma 
involving the pylorus. Carcinoma can be 
ruled out in all these cases if a constant 
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filling defect cannot be demonstrated im- 
mediately prepyloric. 


DiscussION: Dr. C. J. Fishman, Oklahoma 

City: 

In regards to the subject of gastric 
ulcer, the last word has not been said and 
cannot be said in two minutes. In viewing 
the ulcer from the different points of view, 
the surgical man is inclined to consider 
most ulcers as surgical from the point of 
view of treatment, the medical men are 
inclined to consider them as medical. It 
has come to the point where we are prob- 
ably less in accord on the subject of ulcers 
than forty years ago. 


Dr. A. L. Johnson, El Reno: 


How early in life is one to suspect an 
ulcer? 


Dr. C. D. Blachly, Oklahoma City: 


The question of ulcer has been thrown 
into two schools, the surgical and medical, 
with probably a leaning of later years to- 
wards medical treatment. We see a very 
large percentage of healed scars. In the 
duodenum, when opened at post mortem, 
the duodenal ulcer is shown to be healed. 
This justifies us in going to extremes in 
medical treatment of ulcers. Fifteen per- 
cent of the ulcers that are surgical are not 
healed, but the fact remains that at best 
we will have to depend upon the medical 
treatment in the majority of these cases. 


Dr. C. C. Fihe, Cincinnati, Ohio: 


How early in life can you define ulcers? 
Ulcers have been found as early as the sixth 
day of life. In view of the fact that the 
intestinal canal is not infected so early in 
life, there has been much observation of 
the cause of the ulcer which should occur 
so early in life. Ulcer is not so frequently 
found in the first day of life, but frequent- 
ly found as we go along. The occurrence 
of ulcer is found during the greatest 
period of development, then again when 
the forces of life are ebbing and we have 
some cases where the history of the 
patient shows an ulcer between sixteen 
and twenty occur again during the ages 
of thirty-five and forty. I think that ulcer 
of the stomach is found more frequently 
between the ages of thirty and forty ac- 
cording to my own personal experience. 


In development of the surigical and 


medical treatment of ulcer of the stomach 
and duodenum, we agree that ulcer of the 
duodenum should be treated primarily as 
a medical disease and there is controversy 
on the question whether gastric ulcers 
should be treated medically or surgically. 
The ulcer of the stoamch is now being 
treated primarily as a medical disease. 
Surgery is resorted to in case medical 
treatment fails. The doctor must know 


when to stop treatment of these cases . 


medically. 
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ACUTE ARSENIC POISONING 





The apparent lack of general recognition that 
hair is an important channel for the excretion of 
arsenic, and the paucity of data in the literature 
on the arsenic content of hair in cases of poison- 
ing, prompted Theodore L. Althausen and Lewis 
Gunther. San Francisco (Journal A. M. A., June 
15, 1929), to make an investigation of this sub- 
ject when an outbreak of arsenical poisoning oc- 
curred on a farm in Sonoma County, California. 
The outbreak of acute arsenical poisoning was 
traced with great probability to a container of 
rat exterminator in the farm cupboard. No fatali- 
ties occurred, but of seven persons originally af- 
fected five developed varying degrees of peri- 
pheral neuritis from tthe third to the sixth week, 
and one of the two remaining individuals develop- 
ed laryngitis. A detailed hospital record was ob- 
tained in the most severe case, with quantitative 
data on the arsenic found in the hair, urine and 
feces before and after sodium thiosulphate ad- 
ministration. The outstanding facts in the litera- 
ture on deposition of arsenic in the hair which 
attract attention to this structure are, first, that 
arsenic is found in the hair after single or re- 
peated doses of it but does not appear there for 
at least many hours after it is found in abund- 
ance in the internal organs. At the earliest, it 
has been demonstrated in the hair five days after 
poisoning occurred. Second, the hair content of 
arsenic per unit of weight surpasses that of all 
other tissues and bodily excreta in subacute and 
chronic cases of poisoning with this metal, and 
even in cases of acute poisoning the liver is the 
only organ that occasionally shows a_ greater 
amount of arsenic than is contained in the hair in 
subacute and chronic cases. Third, hair is found 
to contain arsenic much longer than any structure 
of the body, including the liver and the skeleton. 
This phenomenon is accounted for by continuous 
deposition of arsenic in the hair from all over 
the body. The evidence here adduced shows that 
arsenic occurs in the hair in a fixed state and is 
not reabsorbed for excretion through other chan- 
nels spontaneously or under the influence of 
sodium thiosulphate administration. Sodium 
thiosulphate therapy in their case was accom- 
panied by a marked increase in the deposition of 
arsenic in the hair and its elimination through 
the urine and feces. In addition, almost immedi- 
ate clinical improvement was observed after the 
administration of this drug was begun and in two 
weeks the patient became practically symptom- 
less. Attention is called to the diagnostic value 
of white transverse bands on the finger:and toe 
nails observed in subacute and chronic cases of 
arsenic poisoning and accounted for by actual 
deposition of arsenic in the nails. 
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THE CANCER PROBLEM 


A. L. BLESH, M. D. 
OKLAHOMA CITY 


In attacking any problem in a rational 
way we must marshal the known facts 
concerning it and advance from this as a 
basis into the unknown. But the scout 
must always be wary. He must not let 
himself be fooled. Theemotions are a 
good spur but are never a solvent and will 
lead us into many a blind pocket from 
which reason can rescue us only by coming 
out by the way entered. We have gotten 
no-where except negatively by finding 
but one way of the many thousand ways, 
not to do it. 


What do we know about cancer? 
1. We know it is a mass of living cells. 


2. These cells differ from the body cells 
only in the lack of specialization. The 
primitive and most urgent function of all 
living cells is reproduction. But in the 
highly organized human body certain cells 
are specialized for the reproductive func- 
tion just as other cells are set aside for 
other functions—thinking, digestion etc. 


Reproduction to the uni-cellular (single 
celled) organism is a simple matter of 
cell division—one cell makes two cells— 
two cells make four cells. That is by geo- 
metrical ratio—an, almost incalculable, a 
collosal thing. 


3. The cancer cell is a reversion, a hark 
back to this primitive reproductive func- 
tion. Just as civilization under stress 
drops from nations so does specialization 
fall away from the cell and it again obeys 
the primitive law, violates the acquired 
social law of the communities of cells mak- 
ing up the body and becomes anarchistic. 
All anarchists live on the community they 
infest—are parasitic. 


4. Cancer is parasitic and lives on its 
host. Not only does it live on its host, but 
in living gives off deleterious poisons just 
as the anarchist does. 

5. How does cancer spread through the 
body? To begin with it has no “roots,” it 
is animal not vegetable. With the blood 
vessel system every one is familiar but 
less so with the lymphatic circulatory sys- 
tem. Briefly the latter consists of minute 
channels which drain given areas of 


lymph, converging at given points where 
they pass through strainers called lymph 
glands or nodes on their way to the central 
station. The cancer cells in dividing to 
make more cells at some time crumbles 
into a lymph channel, is washed along in 
the current until caught and held in one of 
these strainers (glands) where it proceeds 
to grow in like manner to the original 
growth and again extending itself in the 
same way. More rapidly still it may go 
through the blood vessel system because 
here there are no restraining strainers. 


Cancer also spreads by infiltration of its 
cells into the zones about the starting 
point but this still is local, the other routes 
are systemic. 

6. The cause? We cannot yet say for 
sure what it is that starts the body cells 
on its wild and lawless rampage, but per- 
sistent mild irritation is known to be an 
exciting factor of great importance. Those 
parts of the body exposed most to me- 
chanical, chemical or physiological irrita- 
tion are by far the most frequently affect- 
ed. 


7. In the beginning it is local and can 
be destroyed utterly by a competent sur- 
geon or radiologist. The main difficulty 
remains still to secure this opportune 
time, for contrary to common belief, it is 
not painful in the beginning, and only be- 
comes so when by reason of growth it 
encroaches or compresses or obstructs. 


8. Is cancer on the increase? Perhaps 
—TI do not know for sure. This much is 
true, first that means of diagnosis have 
improved, therefore more are found, and 
second, because of the prolongation of life 
due to medical science, more people reach 
the cancer age to have cancer. 


The Gorgas Memorial insists that it is 
only through a dissemination of what we 
know and all we know—education of the 
people in-so-far as they will take education 
is there hope and it is in the furtherance 
of this very purpose that is was conceived 
and to this end dedicated. 


To you I would say select your family 
physician with meticulous care and use 
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him to advise you more than to treat you. 
CASE REPORTS 


Case 1. Patient, white male, age 27, was 
brought to hospital so profoundly ill that 
an accurate history could not be obtained 
from the patient himself. From his wife 
it was learned that he had had an ab- 
dominal operation about seven years 
ago. His health had been good until three 
days before admission when he was 
seized with acute paroxysmal abdominal 
pain which was most pronounced about 
the navel, especially to the right in the 
vicinity of the incisional scar. Very little 
gas and no fecal matter had been passed 
from the time of the onset. Vomiting came 
on promptly and had been stercoraceous 
for the last twenty-four hours. In reply 
to the direct question as to noises in the 
abdomen in the beginning, she replied that 
they were pronounced and could be dis- 
tinctly heard by bystanders. 

Examination of this patient was hur- 
riedly made with negative results except 
for the abdomen which was very distend- 
ed, tympanitic and quiet. 

Vomiting of immense quantities of ster- 
coraceous material. 

Diagnosis: Obstruction intestinal, me- 
chanical, with complete paresis. 

Operation: Immediate ileostomy with 
lysis of obstruction. 


Remarks on operation: The obstruction 
was found to be a constricting band in- 
volving the terminal ileum against the an- 
terior parietes. Intestine above this was 
enormously distended, below it was rib- 
bon like. Upon release the intestinal con- 
tents gurgled thru filling the bowel below. 
An enterostomy was now done. 

Post-Operative Notes: Following the 
operation, fecal drainage became profuse, 
pulse twenty-four hours later was 116, 
temperature 101.6. 


In spite of free external fecal drainage 
the patient died from acute toxemia on the 
third post-operative day. 

General Remarks: This case is reported 
unfortunately not because of its rarity, 
but to emphasize three things of the ut- 
most importance in acute obstruction of 
the bowels. 

1. Diagnosis. It is imperative that this 
be made early. This can be done and to- 
day it is almost culpable not to do so. What 
then are the symptoms. (a) Pain-par- 
oxysmal in the abdomen. Paroxysms al- 


most clock-like in regularity. This is due 
to the herculean peristallic efforts of the 
bowels to overcome the obstruction. It is 
an early symptom and while it lasts there 
is still hope for the patient in operation, 
of course the earlier the more hope, but 
when it yields and is no longer in evidence 
the patient is almost surely doomed. 

2, Noise in the belly. This is synchron- 
ous with the paroxysms of pain and con- 
sists in what we term a borborygmus and 
which the German speaks of as a Ge- 
rausch. Under the stethoscope it can be 
gotten in the very first hours of the at- 
tack and a little later as the peristalsis 
becomes more violent it can be heard by 
bystanders. With the stethoscope it will 
frequently end with a pop, at times almost 
like a pistol shot, at the point of the ob- 
struction. When the belly becomes silent 
intestinal paresis has occurred and very 
few will recover. This may be spoken of 
as the dead-line in intestinal obstruction. 
A belly as silent as the grave means the 
grave for the patient in this trouble. 

3. Operation should be prompt without 
regard to any other condition so-ever. The 
kind of operation to be done is determined 
by the stage of the disease. In the early 
cases relief of the obstruction, in the in- 
termediate period is an enterostomy for 
out-side fecal drainage with or without 
relief of the obstruction. In the late stage 
an enterostomy only, the relief of the ob- 
struction being left for a later operation. 


If an enterostomy where should it be 
placed? More and more I am veering to a 
jejunostomy as the operation of choice. It 
drains fully as well and it leaves the op- 
erative field clear and uninfected and un- 
complicated with further adhesions for 
the second stage. 

Case 2. A white woman, stenographer, 
aged 54, consulting the clinic recently giv- 
ing the following story. She first noticed 
what she thought was a lump in the left 
breast associated with a neuralgic-like 
pain which was worse at menstrual peri- 
ods, twelve years ago. The monthly ex- 
acerbations passed with the menopause 
but the pain was distinctly intensified by 
wet weather or any weather changes. 

Her mother had died of cancer of the 
uterus, hence her mind was filled with the 
dread of this disease. Otherwise her 
family history was negative. Also her 
personal history. Breasts had never func- 











tioned. She had had attacks of back and 
joint pains. 

Physical examination is negative. The 
left breast upon palpation showed nothing 
more than the ordinary glanular structure 
but seemed painful in flat pressure. Slid- 
ing the breast inward across the chest to 
the midline revealed that the pressure 
soreness was not in the breast at all. Pres- 
sure over the intercostal nerve at the point 
of pain with the breast out of the way 
showed the location of the pain to be in 
this nerve—intercostal neuralgia or neu- 
ritis. 

This case is reported for the purpose of 
calling attention to an error that is very 
commonly made, that of interpreting an 
intercostal neualgia as a lesion of the 
breast if it occurs beneath the breast. Our 
records show that many cases have had 
operations upon the breast ranging from 
enucleation of gland substance as a neo- 
plasm to radical mastectomy with patient 
still worrying with the pain and believing 
that recurrence has happened. 


The first thing to determine in a case 
of complaint of pain in a breast is to dem- 
onstrate that the pain and tenderness 
complained of is actually in the breast. 
Very often indeed it is not. 


The next thing where a lump is thought 
to be present in a breast is to demonstrate 
if actually there is a lump there. It is of 
the greatest importance that this care 
should be taken. 


It is not so easy at times to settle this 
point for the glanular structure is confus- 
ing but as a rule a neoplastic growth will 
move independent of the glanular struct- 
ure even though originating in it. Also 
the glanular structure flattens out on the 
chest wall on flat pressure while a neo- 
plasm stands out against the palm dis- 
tinctly. 


4). 
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MECHANICAL COMPRESSION OF SPINAL 
CORD BY TUMOROUS LEUKEMIC 
INFILTRATION 


Hans H. Reese adn William S. Middleton, Madi- 
son, Wis. (Journal A. M. A., Jan. 16, 1932), re- 
port two cases of mechanical compression of the 
spinal cord by tumorous leukemic infiltration and 
one case of a localized leukemic infiltration of a 
peripheral nerve in the lower extremities. They 
state that children and young adults presenting 
a symptom complex of paraplegic pseudoparalysis 
or complaining of painful conditions of the verte- 
bral column should be examined for leukemia, the 
possibility of an aleukemic state being kept in 
mind. The paraplegias resulting from infiltrat- 
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ing masses of the peridural tissues do not differ 
from the known syndrome of spinal paraplegia. 
The first symptoms are persistent pain in the 
back, usually of sudden onset, radiating inter- 
mittently into the legs or girdle-like as in gastric 
crises. The lower extremities become heavy and 
stiff because of hypertonicity, and a_ spastic 
paretic gait is seen. hl HsilY GGHPLce(viof 
paretic gait is seen. The paravertebral muscles 
and the vertebrae are hypersensitive to pressure 
and percussion. This period of posterior root ir- 
ritation ushers in the phase of progressive cord 
compression and paraparesis, segmental sensory 
disturbance, bladder retention and rectal incon- 
tinence, until a complete compression syndrome 
associated with trophic disturbances results. 
Rapid loss of weight, rise in temperature and 
severe prostration are important factors in dif- 
ferentiating clinically paraplegias of leukemic 
character from cases of cord compression due to 
other tumors. The initial blood pictures are not 
always indicative of the true illness, but soon the 
typical alteration and increase of blood cells 
makes the diagnosis certain. Spinal fluid exami- 
nation with manometric studies is imperative in 
order to demonstrate the serologic changes and 
the compression syndrome. The cells of the spinal 
fluid should be examined in stained smears be- 
cause pathologic cell forms may suggest the 
nature of the compressing agent. 


-f> 


VELOCITY AND RESPONSE TO INTRAVEN- 
OUS INJECTIONS 


Harold Thomas Hyman and Samuel Hirshfeld, 
New York (Journal A. M. A., April 11, 1931), de- 
scribe the apparatus and technic of the intraven- 
ous drip. Once the intravenous drip is in oper- 
ation, the clinician is in full control of the thera- 
peutic situation, for the drip is independent of the 
cooperation of the patent, independent of the ir- 
ritability of the stomach or rectum. There is no 
concern regarding absorption of the therapeutic 
agents; the requirements of the body for fluid, 
salt, dextrose and nutrition are readily taken care 
of without any physical strain on the patient. 
Trying and exacting emergencies may be manag- 
ed accurately and efficiently by a single proced- 
ure rather than by a miltiplicity of arduous, com- 
plicated and often ineffectual maneuvers. 


4) 
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RARE AMINO ACIDS NOW AVAILABLE 














New information on feeding problems is ex- 
pected to result from the announcement that The 
Research Division of S. M. A. Corporation is able 
to supply certain rare amino acids and other pro- 
tein derivatives to research physicians and others 
interested in research in nutrition. 


Research on many nutritional problems has 
been held back by the scarcity and high prices of 
some of these amino acids which are more costly 
than platinum. 


Moreover, these amino acids are used up and 
destroyed in experiments, whereas platinum may 
be salvaged and used again and again. 


Consequently the announcement of a new source 
of supply should give a stimulus to food re- 
search. The Research Division of S. M. A. Cor- 
poration in making the announcement expressed 
the thought that the prices of these rarer chemi- 
cals may ultimately be brought within range of 
any research budget. 









ANEMIA—A CLINICAL LECTURE’ 


WANN LANGSTON, M.D., F.A.C.P. 
OKLAHOMA CITY 


The term “anemia” means a diminution 
in the amount of hemoglobin, or in the 
number of red cells per unit of blood vol- 
ume. Clinically, it is characterized by pal- 
lor, sometimes pigmentation or jaundice; 
shortness of breath, palpitation and arter- 
ial hypotension; headache, vertigo and 
tinnitus; neuralgia and paresthesias; sen- 
sitiveness to cold, muscular weakness and 
fatigability; drowsiness and mental de- 
pression; or insomnia and _ irritability; 
amenorrhea; anorexia and other gastro- 
intestinal disturbances; albuminuria and 
edema. It occurs as a result of, or an ac- 
companiment of hemorrhage, gross or oc- 
cult, from wounds, from the mucous mem- 
branes, from the lungs and the kidneys, 
and into the skin; various blood dyscra- 
sias; acute and chronic toxic processes; 
infections and parasitic infestations; ab- 
normalities of metabolism, dietary defici- 
encies and unsanitary enviroment; and too 
often “cause undetermined.” 


Of 400 consecutive cases of all types ad- 
mitted to the University Hospital, 110 or 
27144% had appreciable anemia; 35 or 
834% had a severe grade. But only 24 
cases, or 6%, were noted by the house of- 
ficers. These figures indicate the fre- 
quency of occurrence, and the ease with 
which it may be overlooked. In the prac- 
tice of medicine few symptoms are more 
obvious or more important in diagnosis, 
and few conditions more interesting to 
study, and more satisfactorily treated, 
than anemia. 


In studying anemia it is essential to 
bear in mind the physiology of the blood, 
the manner of the production of the red 
cells, their life history in the circulating 
blood, the mode of their disappearance, 
and the fate of the products of their dis- 
solution. 


- Briefly, one recalls the following phy- 
siological facts: that the blood makes up 
about 5% of the body weight, and that 
slightly less than 50% of the blood volume 
is composed of red cells which contain the 
oxygen-carrying hemoglobin; that in the 
healthy individual these cells have char- 





*From the Department of Clinical Medicine, Uni- 
versity of Oklahoma School of Medicine. 


acteristics which distinguish them as ma- 
ture cells, and that immature cells are ex- 
ceedingly rare; that the life time of these 
cells is estimated at from ten to forty 
days; that as the cells age they undergo 
fragmentation, and that the fragments 
are dissolved, liberating the hemoglobin, 
which in turn is decomposed into its con- 
stituent globin and hematin, the latter be- 
ing transformed into bile pigment after 
the iron is removed and conserved. The 
cells thus lost to the blood are replaced by 
new cells produced and matured in the 
myeloid system which also furnishes the 
granulocytes and the thrombocytes. 


One also recalls briefly the embryology 
of the erythropoietic system: the form- 
ation of the red cells in the walls of the 
primitive blood vessels early in the em- 
bryo, later in the liver and spleen, and to- 
wards the end of fetal life and in child- 
hood in the long bones. In adult life dur- 
ing health this function is carried on in 
the flat spongy bones, and in the heads of 
the long bones. The first cells formed in 
embryonic life are the large nucleated 
cells, megaloblasts. These gradually dis- 
appear and are replaced by normoblasts, 
which in turn give way to the normocyte 
in extra-uterine life. 


These processes of cell production and 
cell consumption are so nicely adjusted to 
each other that, in the adult individual 
living under stable conditions, exceeding- 
ly little variation in the number and qual- 
ity of red cells is observed; but if this ad- 
justment is thrown out of balance by any 
cause it is soon reflected in the blood pic- 
ture. 

The factors which serve to preserve 
this balance are: 

1. The integrity of the vascular 
system. 

2. The normal functioning of the 
erythropoietic system. 

3. The preservation of the phys- 
iological rate of red cell con- 
sumption. 

Anemia may result from: 

1. A breach in the vascular sys- 
tem—hemorrhage. 
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2. Deficient function of the ery- 
thropoietic s y s te m — hypo- 
plasia. 

. Increased red cell consump- 
tion disproportionate to the 
ability of the erythropoietic 
system to replenish the loss— 
hemolysis. 


4. Combinations of these three. 
POST HEMORRHAGIC ANEMIA 


The anemia due to hemorrhage may be 
acute or chronic, depending on whether 
the hemorrhage is sudden and massive, or 
slow and long continued. This discussion 
is not concerned with acute hemorrhagic 
anemia except to point out that if the loss 
is not too great, and is promptly control- 
led, reproduction is rapid and is evidenced 
by an increased number of immature cells 
in the circulating blood ; and in a compara- 
tively short time a considerable loss of 
blood is replenished. 


Anemia due to chronic slow or occult 
hemorrhage offers nice diagnostic prob- 
lems. In the early, mild and uncomplicat- 
ed cases there is nothing remarkable. 
Clinically, the skin and mucous mem- 
branes are pale, not icteric. Vital stain 
reveals a large percentage of reticulo- 
cytes, evidence of active erythropoiesis. 
The plasma is pale, the icteric index is low, 
and the Van den Bergh test for hyper- 
bilirubinemia, both direct and indirect, is 
negative. If the bleeding is long contin- 
ued, and particularly if from a mucous 
membrane, as for instance, the gastro-in- 
testinal tract, the reproductive process 
may become depressed, and the picture ap- 
proach that of hypoplasia. If the bleed- 
ing is from a malignant growth, as for 
instance, a carcinoma of the stomach, the 
blood picture may simulate that of a per- 
nicious anemia. 


The following case illustrates the blood 
picture of post-hemorrhagic anemia. 


CASE I. 


J. J.’, a white girl of thirteen years en- 
tered the Gynecology Service, December 
5th, 1931, with a history of menorrhagia 
since September 7th, following her regu- 
lar menstrual period. She first menstru- 
ated at the age of eleven, and has been 
regular until onset of present ailment. The 
bleeding has been constant since onset ex- 
cept for short intervals which she spent 
in bed. At the time of admission she had 
become very pale and weak. 


1 JI am indebted to Dr. John F. Kuhn, Professor 
of Gynecology, for permission to present this case 


Examination revealed a well developed 
and well nournished (plump) white girl, 
very pale with lemon tint to skin. The mu- 
cous membranes are pale, and the sclera 
very white. There is tachycardia but no 
murmur; abdominal examination is nega- 
tive; the uterus is twice normal size. 


The laboratory reported hemoglobin 
60%, red cells 2,250,000, reticulocytes 
4.2% ; leucocytes 5,800, N. 66, L. 34; Van 
den Bergh, direct and indirect reactions 
negative. 

Clinically, the case fulfills the old cri- 
teria for the diagnosis of chlorosis, name- 
ly, “‘plumpness, pallor and puberty.” But 
the blood findings are characteristic of 
post-hemorrhagic anemia, and not of 
chlorosis, which gives a relatively low 
hemoglobin content, and a low percentage 
of reticulocytes, with high red cell count. 


Hemorrhage was controlled by curet- 
tage on December 6th, and on December 
19th, she was given large doses of iron in 
the form of Blaud’s Mass with copper. 
December 21st the red cell count was 2,- 
950,000; December 23rd, 3,000,000; De- 
cember 26th, 3,700,000; December 30th, 
4,150,000; January 6th, 4,550,000. The 
hemoglobin reached 78%, and the reticu- 
locytes rose to 7%. 


HYPOPLASTIC ANEMIA 


The anemia of myeloid hypoplasia may 
be due to primary disease of the ery- 
thropoietic system, or secondary to severe 
toxemias, bacterial and chemical, to diet- 
ary deficiencies, to metabolic disturbances, 
to prolonged exposure to radio-active 
agents, and perhaps to exhaustion from 
the excessive demands made upon it by 
hemorrhage or increased cell consump- 
tion. It is frequently associated with other 
blood diseases, such as leucemia and 
thrombo-cytopenic purpura, and is a char- 
acteristic finding in the crises of perni- 
cious anemia. 


This group probably includes a greater 
number of cases than either of the other 
groups. All grades of severity are found, 
from the mildest secondary cases to the in- 
variably fatal fulminating aplastic ane- 
mia. This type of anemia is characterized 
by reduction in number or complete dis- 
appearance from the blood stream of all 
immature red cells, nucleated, reticulated 
and polychromatophilic; frequently there 
is a reduction in the number of granular 
white cells and thrombocytes, all evidences 
of loss of reproductive power. There are 
no evidences of excessive blood destruc- 
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tion, and the skin, mucous membranes and 
sclera are white. 


The following case is typical of the 
severe, aplastic type of this group. 


CASE II. 


O. C.,’ a white seventeen year old school 
boy was perfectly well until seven weeks 
before admission to the Medical Service, 
April 30th, 1930, when he had an attack 
of “flu,” characterized by malaise, slight 
fever and cough. He did not recover from 
this attack, but continued to grow weaker 
and become pale and dizzy, and had to go 
to bed four weeks before coming to the 
hospital. He had been looking pale for 
about eight months, but pallor was not 
marked until after this acute iliness. 


Physical examination revealed a well 
developed and fairly well nourished, ex- 
tremely pale, white boy. The sclera were 
white. Glandular enlargement was not 
marked. There was a systolic murmur. 
Blood pressure was 130-80. Liver and 
spleen not enlarged. There were no other 
findings of importance. 


On admission the laboratory reported 
hemoglobin 15%, red cells 740,000, no 
nucleated reds; white cells 2,200. N. 68, L. 
32. Repeated the following, after trans- 
fusion, hemoglobin 23%, red cells 1,060,- 
000, reticulocytes none, thrombocytes 63,- 
000, white cells 3,400; Van den Bergh test 
negative. Upon repeated examinations no 
nucleated cells were found, and the reticu- 
locytes varied from none to 0.1%. Fragil- 
ity tests also were normal. 


In spite of repeated transfusions the 
red cell count varied from 1,200,000 to 
500,000. He ran a septic temperature 
throughout the course, and he died May 
15, 1930. The profound intractable anemia 
without evidences of hemorrhage or of 
hemolysis, and the absence of erythro- 
poiesis stamped this as a case of aplastic 
anemia. 


HEMOLYTIC ANEMIA 

This group is characterized by consump- 
tion of red cells in excess of reproduction. 
It may result from abnormal activity of 
the physiological factors, from the pres- 
ence of hemolytic toxins in the blood, ab- 
normal fragility of the red cells them- 
selves, and hematozoon infections. The 
members of this group have certain char- 
acteristics in common, namely the icteroid 
discoloration of the skin and sclera, hyper- 
bilirubinemia, and the presence of uro- 


re From the ser service of Dr, A. B.C Chase, Professor 
of Clinical Medicine. 


bilogen in the urine in many cases; and 
the evidences of active blood regeneration. 
In the cases associated with hemolytic 
jaundice there is increased fragility of the 
red cells. The following case is typical of 
the classical hemolytic anemia. 


CASE III. 


E. H. A., an eighteen year old white boy 
entered my service, January 4th, 1932, 
complaining of weakness and jaundice of 
eleven years’ duration. At the age of° 
seven he had a sudden onset of vomiting 
and pain in the upper left abdominal 
quadrant, and developed jaundice. The 
pain and jaundice have persisted, but were 
most severe between the ages of nine and 
fourteen, always worse in the spring, and 
each severe attack accompanied by nausea 
and vomiting, weakness and irritability. 
Up to seven years ago growth and develop- 
ment were normal, since then much re- 
tarded. Mentality exceedingly good. No 
family history of jaundice. 


Physical examination reveals a poorly 
developed, fairly well nourished white boy 
apparently about thirteen years of age. His 
weight is eighty-nine pounds. The skin and 
sclera are mildly icteric; there is brady- 
cardia. The jaws are prognathous. The 
genitalia infantile. The chest is negative, 
the abdomen negative except for marked 
enlargement of the spleen. Anemia is evi- 
dent but moderate. 


The laboratory findings are interesting: 
hemoglobin 50%, red cells 3,410,000, re- 
ticulocytes 18.8%, white cells 6,300, N. 60, 
E. 4, L. 36; slight increase in fragility of 
the red cells as compared with normal 
control, icteric index 20, Van den Bergh 
direct negative, indirect 13 units. 


The history, the physical findings and 
the laboratory results stamp the case as 
hemolytic anemia due to hemolytic jaun- 
dice, probably acquired. 


Tabulating the important findings in 
these three cases, we have an accurate dif- 
ferential diagnostic table in so far as the 
typical cases are concerned. 

TABLE I. 
J. 0. Cc. E. H. A. 


Skin Pale Pale 
Sclera Clear Clear 


Icteric 
Yellowish 


Hemoglobin 
Red Blood 
Cells 
Reticu- 
locytes 
Fragility 
Van den 
Bergh 
Spleen 
Liver 
History 
Type of 
Anemia 


160% 


can 000 
4-7% 
Normal 


|Negative 
|Normal 

| Normal 
Hemorrhage 


|'Hemorrhagic 





15-30% 


740,000 


| 0-0.1% 


Normal 


—_ 
?) 


Sapmenl 
Infection 


Aplastic 


50% 
3,410,000 


18% 
Increased 
Indirect 
Enlarged 


Enlarged? 
Jaundice 


Hemolytic — 
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Unfortunately not every case of anemia 
can be placed in its proper niche so easily ; 
this is especially true if the history is ob- 
scure, and if one has not the opportunity 
to follow the case from the beginning. This 
is illustrated by the following case which 
is being studied at this time. 


CASE IV. 


J. C., 22, white male, entered Surgical 
Service, December 25, 1931. For the past 
six months he has had intermittent pain 
in the region of the last lower right molar 
which he took to be due to the eruption of 
the tooth. The pain would last for two or 
three days with freedom from pain for 
several weeks. Two weeks previous to 
admission a swelling the size of a hazel 
nut appeared at the angle of the jaw, and 
a gray membrane grew out from the cheek 
over the tongue. This membrane was re- 
moved by a doctor five days later, with- 
out hemorrhage. The lump appeared to 
shift forward and has been painful since, 
and has been associated with fever up to 
102. He has lost twenty pounds in the 
last six weeks. 


Physical examination reveals a young 
white man, very pale, with right jaw uni- 
formly swollen. There is a hard mass 
above the angle of the jaw, hot and ten- 
der. Inside, on the buccal surface is a 
ridge of necrotic tissue. On the right an- 
terior pillar is a shallow punched out 
ulcer, and a smaller one at the area of the 
last molar. The skin, mucous membranes 
and sclera are pale. No other abnormal 
findings. The provisional diagnosis was 
Vincent’s infection. Biopsy was done and 
there was small hemorrhage, and _ slight 
blood losses several times. The dentist re- 
ported that in his opinion this was neither 
a Vincent’s infection nor a malignancy. 


Upon admission he had a temperature 
of 102, which gradually subsided to nor- 
mal on the sixth day, and he has had an 
occasional rise to 99, and once to 100 since. 


The urine has been negative except for 
a trace of albumin. The smears from the 
ulcers showed a few spirilla and a few 
fusiform organisms. The pathologist re- 
potred the biopsy specimen suggestive of 
malignancy. The blood findings are tabu- 
lated below. 


TABLE II. 
é 


Dec. 27 50% 1,500,000 20,000 32 


Dec. 28 60% 2,050,000 
Dec. 31 7,100 34 66 
Jan. 1 7,700 20 6 74 


*The neutrophiles were reported as being im- 
mature forms. 

Van den Bergh test negative, both direct and in- 
direct reactions. 

Fragility test normal 


This case is more difficult to analyze. 
It is unfortunate that the original blood 
studies are incomplete. It appears evident, 
however, that some severe toxin having a 
depressing effect upon the myeloid func- 
tions is operative. This is evidenced by 
the rapid fall in the white count with a 
marked reduction in the percentage of 
granular cells. Later counts also reveal a 
marked depression in the number of 
thrombocytes. With these findings and 
the history of no hemorrhages sufficient 
to cause the severe grade of anemia pres- 
ent, and with no evidence of excessive 
blood consumption, one is led to believe 
this a case of hypoplastic anemia. It will 
be interesting to watch the outcome, and 
the case will be presented again. 


In this discussion I have made no men- 
tion of those methods important to the 
clinical hematologist but difficult for the 
man in general practice, namely, measure- 
ment of the red cells, estimation of cell 
volume, iron content of whole blood, etc. 
The tests I have stressed each of you 
should be equipped to perform in your of- 
fice. 


Perhaps I should say one word about 
pernicious anemia, as one must always 
consider this disease in differential diag- 
nosis. If one keeps in mind the age period 
in which this condition occurs, namely, 
middle life, the history of stomatitis and 
glossitis and the smooth glossy tongue, 
the achlorhydria, the hemolytic type of 
anemia, the evidences of myeloid dysfunc- 
tion, rather than hypo-function (presence 
of macrocytes and megaloblasts), the high 
color index, and the symptoms of spinal 
cord involvement, the diagnosis is simpli- 
fied somewhat. The remarkable response 
of pernicious anemia to liver therapy is 
also of diagnostic importance. 


TREATMENT 


1. Hemorrhagic anemia: Control of the 
hemorrhage is essential. Because of gross 
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loss of blood and consequently of iron, iron 
therapy produces most satisfactory results 
in this type of anemia. It should be ad- 
ministered in adequate dosage. Liver 
therapy should not be ommitted, especial- 
ly in cases of long standing which may be 
approaching a hypoplastic stage. 


2. Hemolytic anemia: Treatment of un- 
derlying cause, as for instance, quinine 
therapy in malaria, splenectomy in famil- 
ial or acquired hemolytic jaundice. 


3. Hypoplastic anemia: Iron and liver 
therapy should be given. In the acute 
aplastic cases no treatment may avail. 
Transfusion is the treatment of choice in 
the hope that the patient may be carried 
over a crisis and the myeloid system have 
an opportunity to recuperate and perhaps 
become active, after which recovery may 
be prompt. 

SUMMARY 


Three cases are reported, illustrating 
the typical findings in the three types of 
anemia. 


1. Post-hemorrhagic anemia:  Pallor, 
pale sclera, low red cell count, low hemo- 
globin, high reticulocyte, negative Van 
den Bergh, and history of hemmorrhage. 


2. Hypoplastic (Aplastic) anemia: Pal- 
lor, pale sclera, low red cell count, low 
hemoglobin, absent or low reticulocyte 
count, negative Van den Bergh, fever, his- 
tory of infection. 


3. Hemolytic anemia: Pallor and icter- 
oid color of skin, yellowish sclera, moder- 
ate to low red cell count and hemoglobin, 
very high reticulocyte count, positive in- 
direct Van den Bergh and increased ic- 
teric index. 


A fourth case is given, showing some 
of the difficulties in diagnosis. Treatment 
of these three types of anemia is discussed 
briefly. 


0). 
Vv 


CARBARSONE IN TREATMENT OF 
AMEBIASIS 


According to A. C. Reed, H. H. Anderson, N. A. 
David and C. D. Leake, San Francisco (Journal 
A. M. A., Jan. 16, 1932), the drugs so far suggest- 
ed for the therapy of amebiasis may be classified 
as follows: (a) alkaloids, such as those of ipecac 
or kurchi; (b) oxyquinoline derivatives, such as 
chiniofon (“yatren”); (c) organic arsencials, such 
as acetarsone (“stovarsol”’), and (d) miscellan- 
eous antiseptics and astringents, such as the alkyl 
resorcinols and bismuth compounds. These types 
of amebacidal agents have been critically evalu- 
ated on the basis both of laboratory and of clin- 
ical studies. Emetine, the most commonly used 
drug in amebiasis, is only partially effective in 





doses which toe often are dangerous, especially 
to the heart, and there seems to be little hope of 
finding among the ipecac alkaloids a drug meet- 
ing the requirements for satisfactory therapy in 
this disease. The kurchi alkaloids have little if 
any useful effectiveness. Critical data are not 
yet available to judge properly of the value of 
the alkyl resorcinols, although they are interest- 
ing. It is indicated that more satisfactory ame- 
bacides are to be found among the oxyquinoline 
derivatives than chiniofon, the only one so far ex- 
ploited, but since systematic investigation of this 
group has scarcely begun, conclusions cannot be 
drawn at the present. Certainly chiniofon has 
not been as successful as was hoped it would be. 
Of the organic arsenicals, only acetarsone has 
been much used in amebiasis, but experience 
shows that it is only slightly effective and then 
at doses too often dangerous. With rigorous but 
arbitrary clinical criteria of “cure,” the authors 
treated forty unselected amebiasis patients with 
a high degree of success by “carbarsone,” a drug, 
4-carbamino-phenyl arsonic acid, containing 28.8 
per cent of arsenic. The recommended dosage is 
75 mg. per kilogram in divided amounts over a 
ten day period, since the arsenic in the compound 
seems rather slowly absorbed and eliminated af- 
ter oral administration. Practically, this dosage 
amounts in the average adult to 0.25 Gm. twice 
daily for ten days, given in gelatin capsules by 
mouth. It should not be used in amebic hepatitis, 
or in amounts which might cause symptoms of 
arsenic toxicity. More closely than any other 
drug now exploited does carbarsone meet the re- 
quiremets of an ideal antiamebic agent. It is 
clinically nontoxic in effective doses; it may con- 
veniently be administered orally without inter- 
ference with the patient’s usual routine; it has no 
untoward side actions, and it is comparatively 
cheap. There is no evidence as yet that it may 
be of prophylactic value. 


a 
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AN OPPORTUNITY TO EARN $15,000. 





Mead Johnson and Company announces an 
award of $15,000 to be given to the invesigator 
or group of investigators producing the most con- 
clusive research on the vitamin A requirements 
of human beings. 


Requirements 


Candidates for the award must be physicians 
or biochemists, residents of the United States or 
Canada who are not in the employ of any com- 
mercial house. Manuscripts must be accepted for 
publication before December 31st, 1934, by a rec- 
ognized scientific journal. Investigations shall be 
essentially clinical in nature, although animal 
experimentation may be employed secondarily. 


Committee on Award 


The Committee on Award will consist of emin- 
ent authorities who are not connected with Mead 
Johnson and Company, the names of whom will 
be announced later. 


Source of Supplies 


There are no restrictions regarding the source 
of Vitamin A employed in these investigations. 

For other details of the Mead Johnson Vitamin 
A Clinical Research Award, see special announce- 
ment, pages 14 and 15, in Journal of the A. M. A., 
January 30, 1932. 
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GALL STONE ILEUS 


C. S. NEER, M.D. 
VINITA 


The surgery of the biliary tract is re- 
plete with striking and unexpected phe- 
nomena. A patient with symptoms of 
common duct stone surprised us by cough- 
ing up quantities of bile and a little later 
after the stone had been removed he dem- 
onstrated too well the patency of the com- 
mon duct by showing most of the liquid 
food taken into his stomach promptly ap- 
pearing in the bottle into which the com- 
mon duct catheter drained. 


Gall stones have been known to wander 
in very devious paths. They have been 
extruded through the abdominal wall and 
have in some cases ulcerated into the 
stomach and been vomited up. They have 
even entered the urinary bladder and been 
passed through the urethra. This may oc- 
cur by direct perforation of an abscess 
into the bladder and Courvoisier reports 
seven cases of urinary fistula associated 
with gall stones. In a case of Elsner’s’ 


post mortem disclosed a fistulous tract 
leading from the gall bladder to a peri- 
nephritic abscess which extended to the 
right kidney where a stone was found, one 
having passed by the ureter to the blad- 
der and out. 


Obstruction of the bowel by gall stones 
is one among the many dangers of gall 
stone disease which, though infrequently 
met with, nevertheless occurs often 
enough to give it a real surgical interest. 
That it is somewhat rare may be judged 
by the fact that Mayo-Robson’® found in 
the four largest hospitals of the united 
kingdom for a period of one year in the 
80,000 patients but four cases of obstruc- 
tion due to gall stones. Frank Martin’ re- 
ceived replies from 28 prominent surgeons 
and from this number was able to collect 
but 16 cases, 11 of which died. 


CASE REPORT 
B. H. L., male, age 48, was brought 
to the hospital on the morning of October 
4th, 1930. About four years ago patient 
had an attack of abdominal pain diagnos- 
ed cholecystitis. It was of short duration 
and patient had been in good health since. 


The present attack began three days be- 
fore admission with pain in the upper ab- 
domen. Dr, K. D. Jennings, who saw the 


patient considered it a somewhat atypical 
gall stone attack. On entering the hospital 
the temperature was 97.8, pulse 100, and 
respiration 28. The abdomen was distend- 
ed with gas and he was having constant 
moderate pain which was referred to the 
mid portion of the abdomen. There was 
no localized tenderness. An hour after ad- 
mission he vomited a large amount of 
green fluid. A fourth grain of morphine 
was given for pain hyperdermically. Ene- 
mas were given every few hours and very 
good results obtained each time. Patient 
gradually became more comfortable and 
there was no more vomiting for three 
days. The abdomen continued distended 
with gas but the temperature continued 
about 98.5 and the pulse from 72 to 88. 
The urine was negative and the white 
blood count was 10,000. On the afternoon 
of the fourth day he began to feel worse. 
The last enema had been followed by a 
good bowel movement but he complained 
of pain in the abdomen which was of dif- 
ferent character than that which he had 
on admission. The pain was now of a 
crampy intermittent type suggestive of 
intestinal obstruction. One or two other 
enemas were given and the solution re- 
turned colored sligthly but with no relief 
of pain. We decided to open the abdomen. 
A low median incision was made. Con- 
siderable fluid was found in the peritoneal 
cavity and this together with the greatly 
distended coils of intestine confirmed the 
diagnosis of obstruction. 


The greater part of the ileum was com- 
pletely empty. On following up the empty 
intestine the obstruction was found due to 
a large gall stone in the upper ileum. The 
loop containing the stone was brought out 
of the wound, opened along the anti- 
mesenteric border and the stone measur- 
ing 214x5 cm. was removed. The opening 
was closed except for space enough to in- 
troduce a catheter for a Witzel enteros- 
tomy. Patient died two days later. 


Murphy‘ who contributed much to the 
study of gall stone ileus divided the sub- 
ject into two periods. The first which 
precedes the epoch-making paper of Cour- 
voisier’ in 1890, and the second from 1890 
until the present time. Courvoisier will 
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be best remembered by the important law 
bearing his name which briefly stated is, 
“When the common duct is obstructed by 
the stone dilatation of the gall bladder is 
rare; when the common duct is obstructed 
by cancerous growth dilatation of the gall 
bladder is common.” 


Many reports of cases of gall stone ileus 
are found in the literature, an article by 
Frank Martin appearing in 1912 is es- 
pecially noteworthy, giving a comprehens- 
ive review of the subject and a report of 
three cases. 


To produce obstruction in a small in- 
testine the stone must of course be of con- 
siderable size, probably over 2 cm. in dia- 
meter. In the colon a much larger stone 
would pass. 


HOW DOES THE STONE ENTER THE INTES- 
TINE? 


It is unusual to find the dilated com- 
mon duct with a diameter greater than one 
cm. and the cysticus is considerably smal- 
ler. Therefore it would seem to be impos- 
sible for a stone large enough to cause ob- 
struction to pass through the ducts with- 
out ulceration or pressure necrosis. With- 
out going into the evidence upon which the 
statement is based, it may be said that 
stones large enough to produce obstruc- 
tion do not as a rule find their way into 
the intestine by the natural passage. The 
patient frequently gives no history of gall 
stone disease and this is probably due to 
the fact that the type of stone that is most 
likely to subsequently become impacted in 
the intestine is the large single stone 
which nearly fills the gall bladder and 
does not move and may not therefore give 
typical biliary colic. Post mortem re- 
searches by Courvoisier and others have 
shown that the common method by which 
the stone enters the intestine is by ulcer- 
ation through the gall bladder wall direct- 
ly into the duodenum. Out of 31 fatal 
cases studied by Courvoisier 28 were of 
this type. In two gall bladder-colon per- 
foration had occurred. One showed a fis- 
oo between the gall bladder and the 
ileum. 


A number of cases have occurred in 
which stones have ulcerated from the gall 
bladder into the stomach and been vomit- 
ed up. 


It seems obvious also that another pos- 
sibility is that the stone may perforate in- 
to the abdominal cavity or into a small 
part of it walled off by inflammation and 
subsequently find its way into the intes- 


tine by necrosis, as instruments, sponges 
and other foreign bodies left in the ab- 
domen have been known to do. 


DIFFERENTIAL DIAGNOSIS 


Diagnosis of gall stone ileus cannot of- 
ten be made with certainty. Given an el- 
derly patient with a past history sugges- 
tive of cholecystitis and presenting a some- 
what indefinite abdominal pain with per- 
haps some intervals of temporary im- 
provement but gradually taking on the 
character of partial or complete intestinal 
obstruction, and we may consider it as a 
reasonable possibility. In quite a number 
of the reported cases no history of previ- 
ous gall bladder trouble is obtainable. So 
many acute conditions in the abdomen 
have to be considered such as obstruction 
in the ureter, pancreatitis, and peritonitis 
from its various causes, that the best we 
may hope to do is to recognize as early as 
possible that there are obstructive symp- 
toms and without waste of time in specu- 
lation as to the cause, give surgical aid. 


TREATMENT 


Early surgical relief is as imperative in 
this form of intestinal obstruction as in 
any other. The surgeon is in more danger 
of being mislead by the passage of gas and 
even of bowe! movements after a high de- 
gree of obstruction has occurred, than in 
cases of obstruction with more sudden on- 
set. The incision in the bowel for removal 
of the stone is usually made in the long 
axis on the antimesenteric border. J. S. 
Brown’ advocated a cross incision believ- 
ing that this produced less narrowing of 
the bowel and disturbed the circular mus- 
cle fibres less. 


The question of emptying the distended 
portion of the bowel before closing it or 
of doing some form of enterostomy is one 
to be decided by the surgeon although it 
must be noticeable to anyone looking over 
case reports of these operations that in 
many of the successful ones this was done. 


The mortality is high. Martin found it 
to be 69%. 
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GERIATRICS’ 


J. T. MARTIN, A.M., M.D., F.A.C.P. 
OKLAHOMA CITY 


“Geriatrics, derived from Greek geron, 
an old man, and iatrike, medical treat- 
ment; that branch of medical science 
which treats of the aged in their physi- 
ological and pathological relations; the 
specialty of the diseases of old age.” 
(Stedman, 1928). 


Medicine and its allied sciences have 
done much to mitigate woe, alleviate suf- 
fering and save life. Lest ruining pride 
fill our breasts, it is well to remember 
that all these accomplishments have been 
limited to, (1) a few common infections, 
(2) to disease of female pelvis and, (3) 
especially to diseases of children. The dis- 
ease of post adult life have not receded 
in their death toll and the grief they cause 
has been assuaged but little. The profes- 
sion by its efforts and the layman by 
financing the effort are now pushing for- 
ward in research in this field. 


Sociology or social science, daily rubs 
elbows with the medical profession. The 
pioneering of the one, reflects upon the 
other. The activities of social workers 
fifty years ago resulted in the poor house. 
An advancing consciousness of social re- 
sponsibility evolved the poor farm. It has 
been long known that this agency was not 
the proper one, and the old age pension 
idea is with us. 


It will be expected that medical science 
and medical practitioners will be in step 
with this advance. So perhaps a few pas- 
sing thoughts on this subject will not be 
too boring. It is not my intention to ad- 
vocate that a distinct specialty be set apart 
as it were from all the rest, but rather as 
a distinct study for all. Within a gener- 
ation now active in the profession, pedia- 
trics was conceived and born as a special- 
ty and what a lusty youngster it has 
proven itself. So while history may re- 
peat itself with Geriatrics, such pleas or 
prophecies are not germain to the paper. 

Dr. Jacobi, father of pediatrics, writ- 
ing an introduction of Dr. Thewlis’ book 
says, “A ’malum coxae senile’ may not 
mean exactly the seventh or the fifth or 
the fourth decade.” Age may reach a 


*Read before Oklahoma City Academy ‘of Medi- 
cine, 


man in earlier years or in retarded peri- 
ods. Some of us may have been of the 
opinion that we have been quite too gen- 
erous in giving consideration to real or 
alleged specialities, for instance, disease 
of infants and children but there is no 
doubt that certain parts of the maladies of 
advanced age have not been taught or 
studied to their full merit.” It is to em- 
phasize these words of Dr. Jacobi that in- 
spired this paper. 


Dr. Seidel’s monograph “Disease of Old 
Age” was really the beginning of Ameri- 
can Geriatric literature. He states mis- 
takes are made daily in the treatment of 
the aged and the normal mortality of ad- 
vanced life is considerably increased as a 
result of hitherto neglected study of the 
pecularities of the senile organism. Char- 
cot’s lectures of 1860, and Loomis’ ad- 
denda to the same, was followed by Foth- 
ergill’s—a layman’s view—Diseases of 
Sedentary and Advanced Life (1885). 
Dr. I. L. Nascher, New York, asked a 
Vienna physician about physical care of a 
home for the aged which was under his 
care and received the reply, ‘““We deal with 
the aged inmates or the aged person just 
as the pediatrist deals with children,” and 
Dr. Nascher remarks that this gave him 
the basic principle of Geriatrics; viz: 
“Senility is a physiologic entity like child- 
hood, not a pathologic state of maturity.” 
Dr. Thewils in the introduction to his 
monograph, “Geriatrics,” states that at a 
meeting of New York Geriatrics Society 
the surgical aspect of the aged was dis- 
cussed and the surgeons present limited 
it to cases over seventy years of age. 
“This,” he continued “is the general im- 
pression but it is erroneous. The subject 
may apply to those of thirty; Geriatrics 
includes, not only the treatment of the 
senile diseases, but also the care of the 
aged, the cause of ageing, and the meas- 
ures for prolonging life.” 

The fundamental principles upon which 
Geriatrics is based are: 

1. The senility is a physiological entity 
like childhood and not a pathological state 
of maturity. 


2. That disease in senility is a path- 
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ological condition of a normally degener- 
ating organ or tissue and not a disease 
such as we find in maturity complicated 
by degenerations. 


3. That the object of treatment in senil- 
ity should be the return of the disease 
organ or tissue to the normal of senility, 
not the restoration to a condition normal 
in maturity. 


All students of the subject concede these 
essential and independent principles. In 
Dr. Nascher’s classification the Geriatric 
diseases are divided in five groups: 

1. Primary senile diseases. 

2. Secondary senile diseases. 

8. Preferential diseases of old 
age. 

4. Modified diseases of age. 

5. Diseases uninfluenced or rare 
in aged people. 

In first group are defects in the normal 
senile processes or functions, as cerebral 
arteriosclerosis. In second group are dis- 
eases or accidents dependent on group 
one; as ruptures of the same sclerosed 
cerebral arteries. Group three, preferential 
diseases of the elderly, include those that 
usually appear in this period of life, as 
paralysis agitans, diabetes, gout, etc. 
Group four, modified diseases, include most 
of the infectious and the fifth group those 
rare in this period of life. The treatment 
of these groups involve modifications of 
the treatment of the mature, for the action 
of therapeutical agents of all kinds phy- 
sical, thermal, chemical or biological vary 
a that normal to the other periods of 
life. 


The fundamental change of senility is 
the loss of resiliency. This occurs in mus- 
cles, in bones, in vascular system, in me- 
tabolism, in special senses. Degeneration 
first shows itself in early thirties e. g., the 
athlete’s waning time, but personal ego- 
tism often inspires the man of forty-five 
to sixty to boast of athletic prowess. He 
is a couple of decades out of line. 


The senile eye, so the ophthalmologist 
tells us, begins on or about our fortieth 
birthday. Even our friends of the nether 
region, the urologists, confirm the oph- 
thalmologist by citing the prostate of 
forty-five. Cardiologists are kinder and al- 
low the fifth decade before registering the 
resilient loss in their department. Thus the 
process is gentle, like a kindly nature al- 
ways is, but inevitably progressive. 


Growing old gracefully is indeed an art 


and well worthy of the attention of every- 
one. To do this the physical needs should 
be provided. First is comfort, that is the 
freedom from the minor annoyances of 
life, the petty struggles and strifes that 
are part and parcel of the daily life of a 
mature man in the fight of existence. Our 
system of civilization makes this possible 
to each prudent man. 

The beauties of leisure, as distinguish- 
ed from idleness, are appreciated more by 
the elderly and can by their fund of ex- 
periences be most valuable to civilization 
and can add to the happiness and longev- 
ity of older people. 

With the passing years habits change, 
though modes of life may not. Eating and 
drinking habits especially are modified. 
Moderation is the natural rule. Lessened 
metabolic demand lessens the appetite. 
Mild alcoholic beverages are well tolerated 
both as food and tonic. Remember the 
old time saying, “Wine is the milk of the 
aged.” 

Travel is to all a pleasure, but to those 
who have fought the battle, other battle 
fields are treasure houses to be enjoyed 
as only veterans may. 


Work all must, who can, to be happy, 
but the type most suited changes. Useful 
industry, and purposeful work that does 
not compel is the ideal sought. Hence, get 
a hobby and ride it. 


The money needs of old age are differ- 
ent from those of the competitive era of 
life. Ideals in this matter each should 
determine for himself and labor to obtain. 


The investment of money to give great- 
est freedom from care and worry of hand- 
ling is to be desired. It is here life annui- 
ties in well established life insurance com- 
panies perform a valuable function. In- 
deed statistics show annuitants do live 
longer. 

The highest of the art of growing old 
gracefully is in the interior or mental 
part of man. It is here companionship is 
mostly prized. The old cronies, the “Darby 
and Joans” are happy pictures. Firestone, 
Edison and Ford get and give us a thrill. 
And we want old friends, not new ones in 
age. The greatest regret of one of our 
leading citizens on leaving Oklahoma City 
to retire, was that he was too old to make 
new friends and try them so that he could 
enjoy them. This is a grevious reason 











against changing habitat when high activ- 
ity ceases. 


An occupation fitted to our powers that 
does not task or strain the organism gives 
pleasure in the doing. To visualize these 
things I have divided the life of man into 
three ages: 


1. Age of acquiring. 
2. Age of creation. 
3. Age of judgment. 


The age of acquiring is from birth 
through adolescence, a time of getting ex- 
periences, ideas, education, concepts, and 
physical development. An age in which old 
folks tolerate much, and wish well. 


Second, an age of creation extending 
from adolescence to climaterium is char- 
acterized by ambition to establish families, 
dynasties, to create industries, fortunes, 
and reputations; an age to make of ideas 
already acquired a new one, the age of in- 
vention; a driving age where ambition 
rides a ruthless spur and fortune’s smile 
is reward sufficient. 


The age of judgment, the last, when 
life’s precious experiences are better val- 
ued and the ripeness of time has given a 
richer insight of life; a glorious age to 
those who fear it not and are prepared. 


4s. 
en 


PRESENT STATUS OF LIGHT THERAPY: 
SCIENTIFIC AND PRACTICAL ASPECTS 








Edgar Mayer, Saranac Lake, N. Y. (Journal A. 
M. A., Jan. 16, 1932), states that although there 
is much information concerning results of irradi- 
ating man and animals, explanations and indis- 
putable generalizations are sadly lacking. When 
it is realized that even in photochemical reac- 
tions the physical process is not completely un- 
derstood, the difficulty of explanation in biology 
and clinical medicine becomes more evident. No 
single explanatory hypothesis for the results 
ascribed to light action can yet be formulated, as 
there is great need of data obtained under defi- 
nitely controlled conditions of dosage, intensity 
and wave lengths in normal and in abnormal or- 
ganisms. There is a lack of agreement between 
the practical and therapeutic results and _ the 
scientific and experimental observations. Experi- 
ments have been carried out for the most part on 
healthy men and animals, whereas usually the 
practical results have been obtained on the sick. 
The abnormal organism is much more sensitive. 
Diseased tissue may vary from normal in sensi- 
tiveness to radiation. The animal skin is not per- 
haps comparable to the same organ in man (as, 
for example, in exposing shaved guinea-pigs to 
sunlight, it is most difficult to produce erythe- 
ma). In many reports the importance of sky 
radiation has been ignored, whereas it is possibie 
that the beneficial effects of sunlight are in a 
great measure due to its luminous and infra-red 
portions. The Sun, with its accompanying fac- 
tors of environment, can hardly be compared to 
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artificial sources of light. The exact physiologic 
effects of light or of the air bath alone are not 
clearly understood, nor is the effect of light on 
single cells. In application, dosage has been dif- 
ficult to control, and marked variation in the af- 
fects comes from a small stimulative or a larger 
destructive dose of light. Similarly, the technic 
of application with most workers has been dif- 
ferent. Published experiments lack specific de- 
tails in many instances, especially those pertain- 
ing to the spectrum, such as its limits and the 
distribution and the character of the radiant 
energy employed. These must be defined ac- 
curately instead of attributing results merely to 
“ultraviolet energy.” Perhaps this is the cause 
of the contradictory nature of many of the results 
published. Controversies constantly take place be- 
tween the proponents of the use of sunlight and 
those of artificial-sources. The value of sunlight 
for one form of disease against another, for in- 
stance pulmonary tuberculosis as against the 
extra pulmonary forms, is a subject for debate. 
The advantages of different artificial sources of 
energy are still open questions. The workers in 
high altitudes are still enthusiastic in expounding 
their clinical results in contrast to those in the 
lowlands. This difference of opinion appears in 
part due to the fact that, in the development of 
the use of light for disease, only empiric results 
were known for many years before accepted lab- 
oratory evidence was produced which placed light 
therapy on a scientific basis. The author em- 
phasizes the fact that harm may be done by the 
injudicious and uninformed use of light. Valu- 
able as this method has proved itself to be in a 
limited number of diseases, it is surely clear that 
much more investigation and many more scien- 
tific data are required before light should be gen- 
erally prescribed by those unfamiliar with the 
contraindications and the details of its applica- 
tion. 


“> 
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PATHOLOGY AND TREATMENT OF COR- 
NEAL ULCERS 








Oscar B. Nugent, Chicago (Journal A. M. A., 
Jan. 16, 1932), prefaces his discussion of the 
pathology and treatment of corneal ulcers with 
a brief review of the history of five layers of 
cornea. The surface corneal epithelium is quite 
resistant. to germ invasion, but, when infection 
passes the surface cells of the cornea, less re- 
sistance is encountered in the basement epithelial 
cells. Bowman’s membrane becomes thinner and 
readily disappears under the influence of active 
germ invasion, thus offering little resistance to 
its progress. The potential lymph spaces of the 
corneal stroma rapidly fill with inactive or dead 
leukocytes and fibrous exudate, blocking the pro- 
gress of repair and inviting further necrosis. 
Descement’s membrane becomes thicker under 
the influence of inflammation and is most resis- 
tant to the process of necrosis. Corneal necrosis 
is mostly due, either directly or indirectly, to bac- 
terial invasion. Ultraviolet irradiation is made 
more efficient because of the transparency of the 
cornea, which offers little resistance to the en- 
trance of the ray. Sterilization of the necrotic 
and perinecrotic area is most efficiently accomp- 
lished by the Birch-Hirschfeld carbon are lamp, 
and regeneration of new epithelial cells to cover 
the area is quite rapid. Scar formation is great- 
ly reduced, and the resulting scar is thinner, as 
the result of rapid filling with epithelium, which, 
in a measure, prevents scar formation. 









THE EXAMINATION OF THE 
UROLOGIC PATIENT 


ALFRED R. SuGcG, M.D. 


This dissertation and the suggestions 
outlined are not intended as a sine qua non 
of urologic examination. It would not fit 
a large clinic of super specialists. It is 
with some temerity that I present it at all, 
seeing that there are some experienced 
urologists here, and if to these my re- 
marks are trite, I can only add that I am 
especially speaking to my neighbors in the 
small towns of southern Oklahoma, who 
are confronted daily with the very prac- 
tical problems of a very practical section 
of the medical art. I am making no at- 
tempt to review the literature or to back 
up my statements by any large series of 
cases but simply relate what I have found 
to be of value in my practice. I do not be- 
lieve it has been sufficiently impressed on 
the profession, at least not in a way to be 
effective, the immense help that a proper- 
ly performed urological examination can 
be and since there are no men in our 
whole district confining themselves en- 
tirely to urology it behooves us to do as 
much as can be done acceptably, and at 
least to be able to intelligently interpret 
our findings and to know when special ad- 
vice should be sought or expert examina- 
tions called for. It has been said that 
every specialist becomes obsessed with his 
specialty, the surgeon can only see some- 
thing to be amputated, or repaired, or the 
tuberculographer is inclined to see tuber- 
culosis in every pathology, the cancer 
quack sees malignancy (or money) in 
every wart, and the syphilographer sees 
the spirochete weaving its spiral way 
through all disease, most of all the psy- 
chiatrist has to fight the obesession so 
common to them that every soul has a 
mind on the verge of becoming abnormal. 
I have a sneaking suspicion that the 
family doctor has the urologist in the same 
category. It may be that his suspicions 
are well founded. I have in mind a remark 
made by a reputable and successful phy- 
sician of our district last year to the effect 
that he did not care to hear a urological 


ADA 


paper but that he wanted something . 


practical. It is with the hope that I may 
focus our attention upon the practical 


value of urological examination that I 
proceed. 


1. I believe the most important single 
factor in successful examination is sys- 
tem. A place for everything and every- 
thing in its place. Work out a satisfactory 
routine and adhere to it until it becomes 
automatic. Even the average plowboy is 
more systematic than the average phky- 
sician. He does lay off his land, and 
whittles away at it until it is done and 
when he is through he knows he is through 
and that no land has been plowed twice. 
I once owned a small dog that would hunt 
vigorously, dashing hither and yon, and 
would return presently with his tongue 
out and wearing a facial expression that 
said plainly, ‘I am about the best hunter 
yet.” His only trouble was that he never 
found anything, and I’m sure the reason 
that his good intentions never bore fruit 
was because he apparently never knew 
what he was hunting, ie., did not make a 
systematic search. The memory of that 
pup reminds me of the most of us as phy- 
sicians. In our hurry to impress the pa- 
tient with our superior wisdom, or in a 
rush to get into the golf knickers, we be- 
gin running in a circle and all too often we 
return with our tongues out (wagging 
alibis) and wondering where the patient 
went. I am reminded of the admonition 
given a colleague of mine by an old neigh- 
bor upon his entering medical school as 
follows, “‘Now we got plenty of treatment 
doctors, but what I want you to make is a 
diagnosis doctor.”” The wisdom of this re- 
mark is obvious, even to the laity and to 
the profession it is painfully and forceful- 
ly brought home almost daily. It is like- 
wise true that a large portion of our diag- 
nostic errors are due to hasty, incomplete, 
and improper examinations. This state- 
ment I think holds true in any field of 
medicine, and it is especially true in the 
field of urology. Attention to detail is 
the ladder by which the physician, who so 
aspires, must climb if he would live up to 
so lofty an ideal as the old man outlined 
for the student doctor. There is no find- 
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ing in the urological field of small signifi- 
cance and many of our failures are direct- 
ly chargeable to the fact that after having 
found a clue we dismiss it as of not suffi- 
cient significance to merit a careful study. 
One celebrity has remarked that “genius 
is the capacity for taking pains’’ and while 
there is little likelihood of any of us bloom- 
ing out into a full fledged genius there is 
room south of the Rock Island railroad 
and north of Red river for a whole flock 
of little genii who understand the bigness 
of little things as applied to urology. 


A young man came recently to see me 
whose only complaint was a tenderness on 
pressure in the right side of scrotum. He 
had consulted a doctor who dismissed him 
with a shrug of the shoulders, and with 
the suggestion that a slight bruise had 
caused it. The soreness was caused by a 
tubercular nodule in the epididymis and 
further examination revealed very definite 
early pulmonary tuberculosis. 


Another detail (or little thing) of great 
importance that is frequently overlooked 
is the careful cleansing of the urethra be- 
fore any instrumentation, as well of course 
as to really sterilize all instruments. Those 
that cannot be boiled can be satisfactorily 
treated with 1:1000 oxycyanide of mer- 
cury. 


I think the chill following instrumenta- 
tion is more often due to the infection 
than to the trauma. 


I have in mind a case recently who ap- 
plied to as many as four doctors and two 
hospitals for relief from her illness. She 
had the following diagnosis: cystitis, psy- 
choneurosis, retroversion, and malignancy 
of uterus. Her chief symptom was dy- 
suria. The urine was constantly normal 
except for the few tell tale microscopic red 
blood cells. Cystoscopic and cystogram ex- 
amination showed an inoperable cancer of 
the bladder from which she shortly died. 


I know a man, while apparently in good 
health, had shown macroscopic blood in 
his urine for one and one-half years be- 
fore he or his physician sought a more ac- 
curate diagnosis than “kidney trouble.” 
His carcinoma of the bladder likewise 
proved fatal. 

The sight of blood in any amount in 
any urological examination ought to be the 
“red flag in the bull’s face,” challenging us 
not to even hesitate until its source is ac- 
curately determined. Pus cells are of but 
slightly less importance and I mention these 
here to emphasize the importance of fol- 


lowing up a clue once it has been found. 
The corrolary of this is to check your find- 
ings and as Andy would say “double 
check.” This is especially true in radio- 
graphic work of the urinary system, and 
cystoscopic observations. But I remember 
also a clever rascal in the urologic ward 
who had excruciating attacks of renal 
colic, at which time he would pass frag- 
ments of stone and varying quantities of 
blood. Becoming suspicious I appointed 
myself a Sherlock Holmes, and watched 
him insert a hunk of plaster into the ure- 
thra at such times as his craving for one 
of my ever present hypos needed atten- 
tion. 


A shadow can be anything from a spot 
on a casette to a calcified gland, and the 
trouble with these infernal spots is that 
they out-Herod Herod. They look much 
more like a stone than a stone does. 
Furthermore one does not have to be on 
more than speaking terms with Hunner’s 
ulcer to know something of “elusive” 
pathology in the bladder. Everything from 
localized trauma to the air bubble is sus- 
ceptible of interpretation as pathology. 
Though with a clean, properly distended 
bladder, a dark room, and a modern ob- 
servation scope none but the merest tyro 
need be misled, and especially if one charts 
his findings and finds it on subsequent 
examinations. 


We hear rumblings of a more or less 
constant warfare between the ureteral 
stricture school and those of the anti- 
stricture party. Much confusion would 
cease to exist here if the proponents 
would “double check” their findings more 
closely. No doubt many spastic contrac- 
tions of the ureter with apparent dilata- 
tion above have been miscalled inflamma- 
tory strictures, but if on one or two or 
three subsequent examinations the ureter- 
ogram is identical I feel safe in assuming 
it is not a coincidence and that stricture is 
the diagnosis. I think it is axiomatic that 
no man should attempt to diagnose disease 
so freighted with possibilities of danger 
who is not proficient not only in the use 
of the common tools of the profession, but 
also he must possess and be fairly adept 
with the special instruments the use of 
which has brought our branch of medicine 
to become a specialty. 


The anatomy involved makes the pre- 
paration of the patient more difficult 
while the unreasoning false modesty, and 
the distinct tendency to down right lying 
about most obvious facts, makes the his- 
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tory unreliable and puts the whole burden 
of the diagnosis upon the physician. The 
individual doctor will succeed in making 
a correct diagnosis in direct proportion to 
the completeness of his armamentarium, 
his systematic routine, and his ability to 
take infinite pains. 

The patient of either sex must be ex- 
posed for the examination, and I am not 
in sympathy with the great amount of 
fussy technique, which enables us to look 
at them while making them think we are 
not. They do not appreciate any game of 
peek-a-boo. They come to us for an ex- 
amination and are disappointed if they do 
not get it. I don’t believe we should ac- 
cept female patients unless we have a 
trained female assistant and then simply 
ask to have the patient prepared and pro- 
ceed to examine her. False modesty and 
correct diagnosis are eternal enemies. A 
vastly more important phase of the ex- 
amination that they do appreciate, both 
men and women, is gentleness in manipu- 
lation and especially is this true in passing 
sounds, cystoscopes, etc. In the first place 
as few instruments as is consistent with 
good work should be used and these ex- 
cept rarely during any acute disease. I 
think not enough attention is paid to ren- 
dering these examinations painless, and 
this seems to be considered less important 
the larger the medical center or clinic. | 
asked a world famous urologist once how 
he would define “local anesthetic.” He 
promptly replied that it was an anesthetic 
which enabled his assistants to hold the 
patient on the table. They will endure 
the tortures of the damned at these fam- 
ous clinics, but they simply will not stay’ 
with me if I hurt them. This fact maybe, 
rather than any claim to humanitarian im- 
pulses, has prompted me to give some 
extra time to this phase of my work. 


I want to submit my method of reduc- 
ing pain to a minimum in urologic work, 
and I can recommend it as satisfactory. 
In the urethra and bladder I use 4% aly- 
pin to the exclusion of all cther drugs, I 
find novocain and butyn ineffective and | 
am afraid of cocain. I have used alypin for 
five years almost daily and using from 2 
to 5 c.c. in all kinds of cases, I have never 
had a semblance of a reaction. If you give 
it a little time it makes friends for you. 
Caudal anesthetic is very effective though 
it is bothersome as an office procedure, 
even though one has satisfactory facilities. 
Avertin by rectum is an anesthetic I use 
where it is desirable to have complete nar- 
cosis. I use this especially in old men. I have 


never been scared by its rather frequent 
use. With plenty of assistance for work 
of short duration but in which pain is 
severe as in fulgurating small areas in the 
bladder I find gas-oxygen very satisfac- 
tory and I keep a portable machine in the 
cystoscopic room. 


I think the family doctor (I dislike the 
term general practitioner) should take at 
least one phase of urological examination 
more seriously than is done. I refer to 
the routine, laboratory tests. Of course 
they are performed daily by all of us, but 
it is my best guess that many times they 
are done in a perfunctory manner and are 
not repeated for comparison often enough. 
To name only the ones I use in daily prac- 
tice and find invaluable, | would mention 
the usual urinalysis, cultures, stained 
smears, function tests (P. S. P.) Blood 
chemistry (N. P. N.) Guinea pig inocu- 
lation and dark field examination. These 
are easy to do, the equipment is inexpen- 
sive and much can be gained by their fre- 
cuent use. Of course if one has a good 
laboratory near, use it, but just remember 
that with comparatively little effort they 
can be utilized by any of you. The dark 
field illuminator is especially valuable and 
though I have only a few cases where it is 
servicable I would not attempt to practice 
without it. It is nothing short of criminal 
to pass a venereal sore as non specific 
without this test repeatedly done. To 
make a snapshot diagnosis and begin a 
long, expensive and dangerous series of 
treatments is not much better, while al- 
most as bad as either is to tell the patient 
to wait six weeks and take a Wassermann 
to see if he has syphilis. If you are not 
prepared, nothing short of dishonor can 
attach to your practice unless you call a 
consultant who can make the examination 
for you. 


There is much more information to be 
gained from the urinalysis than is custom- 
arily procured from it. I have found the 
routine use of the two glass test of much 
value. Of course this does not locate the 
origin of the pus as between bladder, ure- 
ter or kidney but it does tell you if the 
lesion is inside or outside the sphincter. 


I use the P.S.P. test and concentration 
test for function and they both give valu- 
able information though as stated above 
they should be checked. Much misinforma- 
tion can be acquired by assuming that a 
kidney is not functioning because dye. ap- 
pears late, or in small amounts. The posi- 
tion of the eye and other causes greatly in- 
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fluence it. The Hench-Aldridge method of 
blood urea determination is easy, rapid, 
accurate, and is extremely valuable as a 
routine in all sorts of cases, urologic and 
otherwise. It is much less formidable than 
the Kjeldahl experiment which many re- 
ceived as an introduction to physiological 
chemistry in medical school, and is a 
thoroughly practical procedure in any of- 
fice. Of course it is not automatic. Any- 
one can keep a few guinea pigs and if you 
have searched in vain for the tubercle 
bacillus, 20 cc. of urine into his peritoneal 
cavity may be of great assistance. 


An old master when asked the differ- 
ence between a good physician and a poor 
one replied that the good one made rectal 
examinations. For the purpose of urologi- 
cal examination the rectal route is especial- 
ly valuable, and should be done on every 
patient. The tonus of the sphincter mus- 
cle alone speaks volumes when a tabetic 
bladder (e.g.) is being dealt with, and due 
to the intimate interconnection of the 
nerve supply, a spastic sphincter would 
suggest further study of the bladder. We 
are all quite familiar with the rectal ex- 
amination of the prostate, however, I have 
been amused to observe five or six urolo- 
gists examine the same patient at the same 
time and give a detailed description of their 
findings. Their failure to coincide only 
emphasizes the necessity for a detailed 
and careful examination of every feature 
of the gland. In most instances while a 
rectal investigation is being made it is wise 
to secure a specimen of prostatic fluid for 
microscopic study. The most embarras- 
sing consultation I have had this year was 
in a very prominent and important case in 
which we were searching for a focus of 
infection that was causing arthritis. | 
very promptly suggested the prostate as 
the offender and made a digital examina- 
tion. The gland was not tender, it was of 
less than normal size for a man of fifty- 
five years. There were no areas of indur- 
ation, nodules or other irregularities. In 
fact it was so completely normal that | 
passed it as such. The consultant found the 
secretion almost pure pus as did I when 
1 did what I’m advising you to do in every 
case, put it under the scope. This case was 
that of a non specific infection and was 
evidently a metastatic abscess from tonsil- 
lar infection. I have had three cases this 
year of similar nature, hence I would 
stress the importance of looking for the 
original infection when faced with a dif- 
ficult case. The examination of the rec- 
tum of course should always include the 
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seminal vesicles also for these glands are 
regular reservoirs of trouble. If the pa- 
tient stands flat on the floor, knees 
straight with the elbows on the knees, the 
vesicles can be palpated in most instances 
and especially if any pathology is present. 
I know men who claim to be able to get in- 
formation about the lower end of the ure- 
ters from rectal examination, but I can’t 
often do it. I have discovered ureteral ten- 
derness and one stone by vaginal examina- 
tion. No examination of the urological pa- 
tient can ever be complete until a thorough 
clincal study has been made. The most im- 
portant factor to note however in the or- 
der named, are heart, blood pressure, re- 
flexes, lungs, mucous membranes. It is 
surprising though how little information 
one often gets from the usual inspection, 
palpation, percussion and auscultation 
quartet of some fame. It is generally from 
the history and the special examinations 
that we are able to make a diagnosis, and 
speaking of palpation Pottinger (the mas- 
ter of that particular art) has called at- 
tention to a test that I have found valu- 
able. When kidney tissue is inflamed 
there is often a spasm of the lumbar mus- 
cles while the abdominal and cremasteric 
muscles become tense during all attacks 
of “renal colic,” for he correctly points 
out that renal colic is a ureteral and not a 
kidney reflex. To detect this lumbar spasm 
the patient should be seated on a stool with 
the feet resting on the floor and the lum- 
bar group relaxed. Palpation will then re- 
veal the increased tonus. 


I have purposely left a short discussion 
of the history in urological! cases to the 
last for there I think it belongs. It takes 
a few more minutes to examine before 
you get a clue but it pays in good work 
and in the thrill experienced when you 
discover your findings and the patient’s 
diagnosis agree. The objective approach 
is correct. History taking is an art and 
in urology a fine art. Stokes has given 
us some excellent pointers. Of first im- 
portance is that we be considerate of 
the patient’s feelings and do not let the 
venereal concept of urological conditions 
creep into the picture. Be persistent, but 
do not stir up what salesmen know as 
“sales resistance.” Speak in the vernacu- 
lar, and ask questions in a manner and 
tone as if the answer was expected to be 
correct, for it is extremely easy to fall in- 
to the habit of asking leading questions. 
One other very important feature of the 
history is inquiry into disturbances of 
sexual function. Neurosis is coming to be 
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a common diagnosis in many branches of 
medicine but there is scarcely a justifica- 
tion of this conclusion in urology except 
as related to the sexual act and there it is 
frequently encountered. The patient 
vaguely understands his disorder, but in- 
terprets it as bladder or kidney trouble. 
Both tact and patience, together with 
genuine interest in the sufferer and more 
than a smattering of an understanding of 
the underlying principles of psychiatry 
are necessary for his relief. 


The X-ray and special examinations are 
subjects in themselves and their discus- 
sion in any detail would make this paper 
that much further too long. Roentgeno- 
grams are at once the most valuable and 
most abused of the “near-urologic” art. 
Young’s atlas of urological conditions and 
Braaschs’ urography are the greatest aids 
in their interpretation. Though even with 
these, much apprenticeship should be serv- 
ed before one has the temerity to act on 
the X-ray information. There is one X- 
ray examination which is of value even to 
the man with a one-horse X-ray machine 
and no cystoscope, and which should be 
used more often, viz: the cystogram, as I 
shall show you on the screen in a few 
minutes. Cancer, diverticula and many 
other features are easily shown. The only 
requirement is a bottle of sodium iodide 
and a catheter. There has been some rumor 
that intravenous urography. would do 
away with the necessity for urologists, 
whereas it only broadens his field. It does 
have a limited field of usefulness and will 
reduce the number of cystoscopic examina- 
tions, but the manner of securing an X-ray 
picture does not in any way assist in read- 
ing and interpreting it. And there is where 
the expert comes in. Any intelligent stu- 
dent can learn to make a retrograde pye- 
logram in a short time, but for the inter- 
pretation it requires more years than | 
have yet practiced. 


Some diseases of the G. U. tract are in 
the present state of our limited knowledge 
undiagnosable. Many such are time con- 
suming and tedious, but the majority of 
them can be properly diagnosed provided 
we proceed in a systematic way. Get the 
facts ,correlate and interpret them proper- 
ly. While lack of training and poor judg- 
ment based on non critical experience are 
continually to be reckoned with I believe 
that simple and inexcusable laziness is the 
chief hinderance in the field of urological] 
examination today. 


MACROCYTOSIS OF ERYTHROCYTES AND 
ACHLORHYDRIA IN PERNICIOUS ANEMIA 


Russell L. Haden, Cleveland (Journal A. M. A., 
Jan. 16, 1932), believes that an increase in size 
of the average erythrocyte, best indicated in 
terms of volume, is the most constant and char- 
acteristic finding in the blood in the presence of 
pernicious anemia. An increased volume index 
was found in every patient in a series of 152 
cases stndied by him. Free hydrochloric acid is 
seldon, if ever, found in the gastric contents of a 
patient with idiophathic pernicious anemia. An 
achlorhydria was demonstrated in every one of 
the 152 patients. The mean corpuscular volume 
may be quite even with a relatively high count; 
therefore it does not vary with the red cell count. 
If the deficiency which is responsible for the dis- 
ease is adequately supplied, the cells return to 
normal size. The first indication of a relapse or 
a lack of a sufficient quantity of the missing 
principle is an increase in the volume of the red 
cells. Macrocytosis may occur in the presence of 
conditions other than pernicious anemia, but was 
found only 9 times in a study of 411 patients and 
normal individuals. Achlorhydria jis a frequent 
finding in various clinical conditions, especially 
in the age period in which pernicious anemia is 
most common. A combination of macrocytosis 
of the erythrocytes and achlorhydria is seldom 
if ever found, except in the presence of pernicious 
anemia. The finding of an absence of free hydro- 
chloric acid on gastric analysis and an increased 
mean corpuscular volume or plus volume index 
is a practically constart finding and one that is 
necessary for the diagrosis of active pernicious 
anemia; if demonstrated, it is almost pathog- 
nomonic of the disease. 

RELATIONSHIP OF VITAMIN A TO RES- 
PIRATORY INFECTIONS IN INFANTS 





L. H. Barenberg and J. M. Lewis, New York 
(Journal A. M. A., Jan. 16, 1932), present the re- 
sults of an investigation to ascertain whether any 
relationship exists between the vitamin A con- 
tent of the diet and the occurrence of respiratory 
infections. The incidence and severity of these 
infections were determined in four groups of in- 
fants, receiving various quantities of vitamin A 
in their diets. The first group comprised nine- 
teen infants receiving partly skimmed milk; the 
second, ninety-four infants receiving pasteurized 
milk and 20 drops of viosterol; the third, eighty- 
five infants receiving pasteurized milk and 3 tea- 
spoonfuls of standardized cod liver oil, and the 
fourth, six infants receiving pasteurized milk and 
6 teaspoonfuls of cod liver oil. All infants were 
given orange juice at 6 weeks, butter at 6 months 
and vegetables at 8 months of age. Thus the four 
diets represented a small, a moderate, a large 
and a maximum amount of vitamin A. These in- 
fants were observed in an institution, for periods 
varying from four to twelve months. Respiratory 
infections were classified as mild, moderate or 
severe (purulent otitis media, mastoiditis and 
pneumonia being classed as severe infections). 
The results may be summed up in a few words: 
No significant difference in incidence or severity 
of respiratory infections was noted in the four 
groups of infants. Thus the group which receiv- 
ed the largest daily amount of vitamin A, through 
the addition of cod liver oil, was not protected 
against respiratory infections to a greater degree 
than the other groups. 
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About 6:00 p. m., on November 13, 1931, 
Dr. Norman called me and reported that 
there was a child in his office with a his- 
tory of having swallowed a foreign body; 
that it was blue, coughing up blood, 
struggling for breath and seemed to be in 
need of immediate attention. 


The patient was seen about one-half 
hour later at Morningside Hospital. It 
was not blue, breathing was quiet and 
seemed quite comfortable. The history ob- 
tained was that about 5:00 p. m., the child 
had been playing with a small toy spoon, 
the type which comes in packages of 
candy. The mother’s attention was at- 
tracted by the child gagging, coughing, 
struggling for air and became blue. She 
ran her finger down the child’s throat and 
gave it white of egg and soda water. Ap- 
parently the symptoms were somewhat re- 
lieved and she then took it to Dr. Nor- 
man’s office. 


The patient was a well developed and 
well nourished child three years of age. 
There was a history of measles and 
whooping cough when one year of age, 
since which time health has been good. 





Examination of the throat showed no 
blood present, tonsils were large and 
mouth clean. Heart sounds were good, 
though rapid. No murmurs were heard. 
Breath sounds were harsh with coarse 
rales over the trachea. Breath sounds over 
the right lower chest were not quite so 
distinct as over the left side. X-ray ex- 
amination showed a rather dense foreign 
body apparently lodged in the right stem 
bronchus. 


In the operating room a light ether an- 
aesthetic was contemplated and started. 
The patient coughed, breathing became 
irregular and difficult and stopped en- 
tirely. A laryngeal speculum was inserted. 
As soon as the larynx was exposed a 
foreign body was seen against the under 
surface of the vocal cords. A broncho- 
scope was inserted and breathing started. 
Considerably bloody mucous in the trachea 
was removed by suction. The foreign 
body was seen bobbing up and down in 
the trachea with respirations. The bron- 
choscope was passed down and the foreign 
body fixed in the right stem bronchus. 
About this time the child vomited a large 
amount of gastric contents. The broncho- 
scope was withdrawn and the material re- 


.moved. Bronchoscope was again inserted 


and the foreign body located in the right 
stem bronchus where it had remained 
fixed. Attempt was made to grasp the 
foreign body which could not be done 
easily. A small hook was inserted and at- 
tempt at rotating the foreign body was 
made, This could not be done successfully. 
Another forcep was inserted and after two 
or three grasps a firm hold was obtained. 
The forceps with the foreign body in the 
jaws were drawn against the end of the 
bronchoscope, the bronchoscope and for- 
ceps then being withdrawn together. The 
foreign body was found to be a small am- 
ber colored dice. The child was put to 


bed. 
On the following morning the patient 
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was resting comfortably and seemed in 
good condition. Breathing was a little 
noisy and breath sounds over the entire 
chest were harsh. The parents were ad- 
vised to keep the child in the hospital, but 
they insisted on taking it home. 


On November 17, the father called and 
reported that on the night of the 14th, the 
child’s breathing had been a little noisy, 
but during the last two days the condition 
had improved rapidly and that today the 
child was up and seemed about normal. 


SUMMARY 


I think that this case well illustrates 
some of the actions and reactions in a case 
where a foreign body. has lodged in the 
trachea. 

1. The distressing symptoms produced 
at the time of the accident and the sub- 
sidence of these symptoms when the 
foreign body has become fixed in a bron- 
chus. : 


2. The treatment instituted by parents 
and friends at the time of the accident 
with the after results experienced in the 
operating room. 

3. The tracheo-bronchitis produced by a 
moving foreign body in the trachea, being 
less marked in foreign bodies of this type 
than in those of vegetable substances. 


4. That the surgeon does not always 
know what he is looking for. 

5. That in this family there are four 
sisters and three brothers living and well. 


4). 
vv 


CLINICAL RESEARCH IN OTOLARYN- 
GOLOGY 








Edmund Price Fowler, New York (Journal A. 
M. A., Jan. 16, 1932), emphasizes the fact that no 
matter how small or ill equipped with laboratory 
facilities, every clinic contains material which, 
properly examined and studied, will yield inter- 
esting and important information. Initiative by 
the worker is more important than material 
facilities. Too many patients put such a strain 
on the clinician that he has not sufficient reserve 
energy to initiate or carry on serious constructive 
investigations, and too elaborate laboratory 
facilities may blunt his faculties by engendering 
the habit of relying too much on them for diag- 
nosis. If he does not engage in serious and con- 
tinued investigation, the clinician suffers from 
lack of advancement in his study of disease and 
the patient from the lack of knowledge acquired 
therefrom. As an aid in facilitating clinical in- 
vestigation the author presents a chart for re- 
cording observations. The advantages of such a 
chart are obvious. The answers to the prelimin- 
ary questions may be recorded, and sometimes 
even satisfactorily obtained, by a secretary or 
assistant, thus relieving the examiner of some of 
the tedious and time consuming elements in the 


examination. The appellations, abbreviations and 
groupings further conserve time and space. The 
reverse side is left blank for recording observa- 
tions that do not exactly fit into the standard 
form. The author believes that if one will use 
some such chart as it is designed to be used there 
can be no doubt that the labor entailed will some 
day be rewarded by the discovery of coincidences, 
coordinations, comparisons and accumulations of 
facts that mean something of importance that 
constitute, in fact, a discovery in cause and effect. 


oO 


ASCARIS LUMBRICOIDES: LOSS OF IN- 
FESTATION WITHOUT TREATMENT 








The results obtained in a study by A. E. Keller, 
Nashville, Tenn. (Journal A. M. A., Oct. 31, 1931), 
show that under environmental conditions which 
are not suitable for the transmission of intestinal 
parasites the worm burden of infested individuals 
is markedly reduced without the use of anthel- 
mintics. In his group of patients who did not 
receive treatment over a period of fifteen months 
a reduction in incidence of 100 per cent occurred 
in the cases of Ascaris, 83.4 per cent in the cases 
of Hemenolepis ana, 75.6 per cent in the cases of 
Trichuris and 59 per cent in the cases of hook- 
worm infestation. The study shows that proper 
methods of disposal of human feces are more ef- 
fective in the control of the common human intes- 
tinal parasites than the use of anthelmintics 
alone. 
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CHEMOTHERAPY OF AMEBIASIS 








Evidence presented by Chauncey D. Leake, San 
Francisco (Journal A. M. A., Jan. 16, 1932), in- 
dicates little hopefulness of finding an ideal agent 
among the kurchi or ipecac alkaloids, since the 
former seem too ineffective and the latter too 
dangerous in effective doses. Insufficiert data 
are at hand to evaluate properly the place of the 
alkyl resorcinols in the therapy of amebiasis, but 
they deserve full investigation. As a result of 
their clinical success, bismuth salts also merit at- 
tention. Even a hurried experimental survey of 
the halogenated oxyquinolines indicates that at 
least one other compound in this group (iodo- 
chloroxyquinoline, or Vioform, N. N. R.) is likely 
to prove much better in amebiasis than the only 
one of the series so far attracting attention 
(sodium iodoxyquinoline sulphonate, or Chiniofon, 
N. N. R.). Indeed, vioform is the most effecient 
drug of any type examired so far in monkey 
amebiasis, and there is no indication of toxicity 
in its therapeutic range. Likewise, among the 
organic arsenicals it is obvious that experimental 
search already reveals compounds of this type 
better than the only one in the group (acetar- 
sone) so far awarded clinical consideration. In- 


-deed, controlled clinical trial of 4-carbamino- 


phenyl-arsonic acid (“Carbarsone”), based on 
fair preliminary experimental data, indicates its 
superiority to any amebacide in ordinary use, 
especially in its marked effectiveness in nontoxic 
doses. In comparison with other chemical types 
of amebacides, the organic arsenicals are signifi- 
cant in manifesting a general “tonic” effect, dif- 
ficult to evaluate experimentally but clearly evi- 
denced clinically. But they may exhibit toxic ef- 
fects which make it expedient to employ them 
cautiously, 
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Achondroplasia of chondrodystrophy as 
a clinical and pathological entity needs no 
brief—we are all acquainted with that 
type of individual, embodying the char- 
acteristic combination of short arms and 
legs, apparent long trunk and large head. 
It is without doubt essentially a problem 
of genetics. 


The etiological factor in this deforming 
condition, has been disputed over the past 
half century, from the year 1856 when 
Virchow accurately described this malady. 
As in most of such like diseases, even prior 
to their presentation and description, such 
existed. Ancient Egypt, in leaving to us 
fragments of their life, show character- 
istic chondrodystrophic types of figures 
as their gods, worshipping them as deities. 


Virchow regarded the disease as a type 
of congenital myxoedema, whereas Mul- 
ler some few years later considered these 
deformities manifestations of cretinism. It 
is now regarded quite generally as a dis- 
tinct clinical entity, although even yet, 
some few writers fail to distinguish it 
from rickets, cretinism, Ollier’s disease, 
micromelia, osteogenesis imperfecta and 
other similar diseases. 


The characteristic shortening of the 
long bones has been studied and according 
to Bangson, it is “due to a defect in the 
formation of cartilage at the epiphysis on 





the ends of the long bones.” Jansen in 
1921, advanced the hypothesis that achon- 
droplasia results from abnormalities of 
the amnion, possibly a smallness of the 
amnion, with increased hydrostatic pres- 
sure, causing an impoverished nutrition of 
the parts with a subsequent diminution 
of growth and the power of growth. Pick 
states that the cartilage proliferates only 
insufficiently, the ossification comes to a 
premature termination, later a strip of 
periosteum inserts itself between the dia- 
physis and epiphysis and prevents the 
further growth in length of the bone. 


One of the cardinal features of this dis- 
ease, the large head, has received many 
explanations as to its cause. Dandy states 
the enlargement is absolute rather than 
relative, and by careful clinical observa- 
tions and necropsies concludes it can be 
due only to an increased pressure exerted 
by the intra-cranial contents. This, he 
suggests may be conceivably due to an ob- 
struction of the cisternae under the pons 
and midbrain, following the gradual 
shortening of the base of the skull. 


Therapeusis is necessarily symptomatic. 
Examination of the blood reveals a dys- 
function, usually of the thyroid gland. 
All glandular preparations given, have 
proven to be of no merit. Osteotomy may 
occasionally be indicated, especially in 
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Ollier’s disease to correct deformities; us- 
ually the hydrocephalus is self arrested if 
the patient passes the childhood years. If 
mental impairment is evidenced and pro- 
gressive, careful examination for signs of 
a block defining and locating the cause of 
the hydrocephalus, a rational form of op- 
erative treatment may be indicated. 


CASES 


Five children, age one and one-half to 
ten years, are the offspring of perfectly 
normal parents. Father thirty-six years, 
mother 28 years, of English extraction, 
American born. Grandmother on mother’s 
side quite obese, weight 385 pounds. All 
other relatives dating from great grand- 
parents normal. Married kin of both 
parents are all essentially normal. No al- 
coholism, no syphilis, no insanity, no 
hereditary type of disease reported in past 
ancestry. 


Labors perfectly normal, full term and 
attended by midwife. No miscarriages. 
Weight at birth ranged from 6 to 8 
pounds. 


These infants at present, seem perfectly 
happy, very cooperative, their weight 
ranging from 18 to 26 pounds. The two 
oldest in school, according to the teacher 
are especially bright, and play in a normal 
fashion with other children. They have 
had no sickness, save diphtheria, no head- 
aches, no complaints. The father states 
that he had noted no marked increase in 
the size of their heads. 


These cases seem particularly interest- 
ing, as careful questioning of the parents, 
who seem well informed as regards their 
geneological tree, reveals no suggestive 
cause. To repeat again, it is probably a 
problem of genetics, and only by careful 
and long continued study can we hope to 
elucidate the factors involved. 
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INTRAVENOUS USE OF EXTRACT OF LIVER 


A readily prepared extract of liver (fraction 
G), hitherto administered by mouth, has _ been 
found by William B. Castle and F. H. Laskey 
Taylor, Boston (Journal A. M. A., April 11, 1931), 
suitable for intravenous injection and _ highly 
potent in pernicious anemia. Maximal reticu- 
locyte responses were obtained from a single in- 
travenous injection of the amount of extract de- 
rived from 100 Gm. of liver. One of the patients 
so treated had failed to respond satisfactorily to 
the previous oral administration of a similar 
extract derived from 3,000 Gm. of liver given 
within a period of ten days. The possible etio- 
logic and therapeutic significance of these obser- 
vations is discussed. 


DECOMPENSATED PORTAL CIRRHOSIS: 
ONE HUNDRED AND TWELVE CASES 


Charles B. Chapman, Albert M. Snell and Leon- 
ard G. Rountree, Rochester, Minn. (Journal A. M. 
A., July 25, 1931), review the cases of portal cir- 
rhosis and ascites studied at the Mayo Clinic in 
the last six years in the hope of learning more 
about the effectiveness of present therapeutic 
measures and also of the natural course and prog- 
nosis of the disease. The material selected for 
study comprises a group of 112 cases chosen from 
a group of more than 300 in which a diagnosis of 
portal cirrhosis had been made. In all the cases 
selected ascites was present, and all had been ° 
studied with sufficient care to insure the greatest 
possible accuracy in diagnosis. Cases in which 
there were such complicating factors as primary 
cardiac or renal disease, or chronic peritonitis, 
were excluded. In all this group, follow-up rec- 
ords were available. In twenty-eight cases ne- 
cropsy was performed, and in twenty-eight addi- 
tional cases the diagnosis was confirmed by ex- 
amination of the liver at operation. Results of 
study of the etiologic factors in the group of 
cases is summarized in a table. Alcohol heads 
the list of possible causes; however, in many of 
these cases consumption of alcohol was not ex- 
cessive and may not have been the sole factor in 
producing hepatic injury. The significant symp- 
toms in the group are presented in another table. 
The authors regard ascites as a critical manifes- 
tation and have accepted it as definite evidence of 
decompensation of the portal circulation. It was 
present in all the cases included in the series. It 
had been of sufficient seriousness to require tap- 
ping of the abdomen in forty-five of the patients 
before they registered at the clinic. Of the group 
of 112 cases of portal cirrhosis with ascites, 84 
were treated along the lines outlined by Rown- 
tree, Keith and Barrier. Most of the patients 
were given a special diet containing 800 cc. of 
water and inorganic ions, as follows: sodium, 0.49 
Gm.; potassium, 1.76 Gm.; calcium, 0.23 Gm.; 
magnesium, 0.20 Gm., and chlorine, 0.74 Gm. An 
additional 800 cc. of water is allowed. Ammon- 
ium chloride or ammonium nitrate was given in 
doses of from 5 to 10 Gm. daily and merbaphen 
(novasurol) or mersalyl (salyrgan) were given 
intravenously about every third or fourth day. In 
some instances purine diuretics, especially meta- 
phyllin, were employed, either conjointly or alter- 
nately with ammonium salts. Under such treat- 
ment, satisfactory diuresis frequently occurs, the 
ascites diminishes in amount, and there is marked 
reduction in distention of the superficial abdom- 
inal veins. The subjective symptoms of the dis- 
ease are frequently greatly relieved, and the im- 
mediate results of this type of treatment have 
been suprisingly good. The effects of this type 
of treatment may be summarized by saying that 
about 80 per cent of the eighty-four patients 
treated have shown some response to treatment. 
About 47 per cent obtained excellent results, 32 
per cent obtained fairly satisfactory results, and 
21 per cent obtained poor results. In spite of the 
time required for this type of treatment, it is pre- 
ferred by many patients to paracentesis. It is 
also apparent that ascites recurs much more slow- 
ly after medical treatment than after paracent- 
esis. Mild toxic reactions occurred in about 35 
per cent of this group of cases and consisted 
chiefly of diarrhea, chills, fever and hematuria 
detectable only on microscopic examination of the 
urine. In only a few instances were these re- 
actions particularly severe, and in most cases it 
was possible to carry the treatment through to a 
successful conclusion in spite of them. 
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As Edna Ferber has said, “Anything 
can happen in Oklahoma, and most things 
have happened,” so with fractures around 
the elbow joint in children, anything can 
happen and most things have happened. 
Fractures in and around the elbow joint 
affect the joint either directly or indirect- 
ly. This fracture is more frequent in 
childhood than in adult life.. The injury 
gives a most confused picture. As you take 
hold of one of these fractures, the elbow 
often gives the feel of a sack of loose 
bones, so scattered are the fragments. 
Even the X-ray picture is very confusing. 
There often seems to be a complete dis- 
solution of the elbow joint. 


It is impossible to give all the variations 
of such fractures. Only a few of the fun- 
damental facts can be mentioned. The es- 
sential points that are of value in all frac- 
tures are of special importance here. 


A thorough and detailed examination 
must be made under a general anesthetic. 
It is most important that a comparison 
shall be made with the normal joint in the 
other arm. Familiarity with the normal 
bony landmarks must be had. The know- 
ledge of the appearance of X-ray films at 
different ages is essential. The centers of 
ossification of the condyles join the shaft 
at different ages. In X-rays these may 
wrongly be interpreted as separate frag- 
ments unless this fact is remembered. 


Examine an antero-posterior view of 
a normal elbow fully extended. Note 
that the internal and external condyles 
and the tip of the olecranon process are 
nearly in transverse line. The carrying 
angle is éasily seen. The degree of this 
angle varies greatly in different individ- 
uals and in some is practically absent all- 
together. This must be compared with the 
uninjured arm. 


Take a lateral view of a normal 
elbow flexed at a right angle. In this 
you see that the two condyles and the tip 
of the olecranon are in nearly the same 
sagittal plane, almost in, but a little an- 


FRACTURES OF THE ELBOW IN 
CHILDHOOD 
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terior to, the line of the shaft of the hum- 
erus. The articular surface of the hum- 
erus faces a little anteriorly as well as 
downward. The lower end of the humerus 
seems to bend forward just a little when 
viewed from the side. 

An X-ray film of a fracture of the 
elbow in an adult, gives you a better 
idea of the complexity of these frac- 
tures. Note the numerous small irregular 
fragments, scattered around everywhere. 
There is very little evidence of any joint 
left. These are the cases which when you 
take them in your hand, feel like a sack of 
loose bones and that is what they really 
are. 


The various types of fractures that you 
may have are, transverse fractures of the 
shaft of the humerus just above the elbow 
joint, fracture of either or both condyles, 
T-fractures going into the elbow joint, 
separation of the lower epiphysis; this is 
especially frequent in childhood, fracture 
of the olecranon process of the ulna, frac- 
ture of the coranoid process of the ulna, 
often associated with a posterior disloca- 
tion of the ulna, and fracture of the head 
of the radius. But more frequently there 
is a dislocation of the head of the radius, 
associated with one or more of the frac- 
tures mentioned. 


In a transverse fracture thru the con- 
dyles in a child and in an epiphyseal separ- 
ation of the lower end of the humerus in 
a child you will note the posterior and 
lateral displacement of the lower frag- 
ment. This is the usual displacement in 
fractures about the elbow. The lower 
fragment with the forearm is carried 
backward and to one side. 


As in the examination of these cases so 
also in the treatment, there are several 
fundamental prinicples that are essential. 
These fractures more than in any other 
location in the body should be reduced 
early. The swelling about the elbow joint 
is rapid and very extensive. This swelling 
not only interferes with the examination, 
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but often makes a complete reduction and 
proper position of the arm impossible at 
the first visit. An early and correct re- 
duction, more than any other factor les- 
sens this swelling, so every effort must be 
made to reduce these fractures early. 


Acute flexion of the elbow joint is the 
basis of the treatment of these fractures. 
After reduction of transverse fractures 
and of epiphyseal separations note the 
small lower fragments which were poster- 
ior and to one side of the shaft of the 
humerus, have been drawn downward into 
their proper positions. The antero-poster- 
ior views have been taken with the humer- 
us flat on the plate and the rays going thru 
the ulna and radius, which is the most 
satisfactory angle to take this view. This 
shows the lateral alignments to be very 
good. Acute flexion also will take care of 
the carrying angle if the fore-arm is par- 
allel with the upper arm. 


These cases, when put up in this man- 
ner, above all others, must not be allowed 
to get away from constant observation 
for the next twelve to twenty-four hours, 
because of the great swelling that always 
is going to take place, if it is not already 
present. Some responsible adult must 
definitely understand that if the fingers 
or hand becomes blue and swollen the 
dressing must be cut sufficiently to allow 
the forearm to extend a little to relieve 
the condition. Serious and permanent 
damage will occur if this is not done. As 
the swelling recedes the fore-arm is to be 
slowly brought back up to its acutely flex- 
ed position. As the acutely flexed position 
cannot be obtained until the swelling di- 
minishes, you must play these cases back 
and forth as the condition permits and see 
them frequently, two to three times daily, 
until they have reached a stationary posi- 
tion. 


After two weeks, the dressing is to be 
removed daily and the elbow gradually 
given light massage and passive motion 
and put back up in the flexed position. 
In about four weeks the arm can be car- 
ried at a right angle in a sling. Extent 
of motion is gradually increased until! the 
normal is reached. 


If you do not reduce these fractures 
properly, check them by X-ray or the 
fluoroscope after reduction and also at 
frequent intervals during the course of 
treatment, you get a permanent posterior 
angulation of the lower fragment. A recent 
case came to us six weeks after its oc- 
currence and after being treated in a plas- 


ter cast for that length of time. The doc- 
tor stated that he had the proper position 
after reduction as shown by an X-ray, but 
put it up with the fore-arm at a right 
angle and did not check it again until it 
was taken out of the plaster. Always re- 
member, the position of fragments of a 
fracture can change within a plaster cast. 


In conclusion we wish to emphasize the 
following points: 

1. Thorough examination under an an- 
esthetic or with aid of X-rays and com- 
parison with the normal in the other arm. 


2. Earliest possible reduction, checked 
by X-ray or fluoroscope. 

3. Acutely flexed position. 

4. Continuous and intelligent watching 


of the swelling, for the first 12 to 24 hours 
with release of pressure if necessary. 


5. Frequent checking of position of 
fragments by X-ray or fluoroscope during 
course of treatment. 


6. Early passive motion and massage. 


4. 
Vv 


STUDIES OF DISEASE OF LYMPHOID AND 
MYELOID TISSUES: VI. TREATMENT OF 
MALIGNANT NEUTROPENIA WITH 
PENTOSE NUCLEOTIDES 








The nucleotide used by Henry Jackson, Jr., 
Frederic Parker, Jr., James F. Rinehart and F. H. 
L. Taylor, Boston (Journal A. M. A., Nov. 14, 
1931), is prepared by the usual method of alka- 
line hydrolysis at room temperature, according to 
the technic of Jones and Perkins. The solution, 
after hydrolysis is complete, is made acid with 
acetic acid and the crude neucleotide precipitated 
as the lead salt, which in turn is decomposed 
with hydrogen sulphide and the filtrate contain- 
ing the purified nucleotide is exaporated under 
diminished pressure at a maximum temperature 
of 50 C. to a small volume and neutralized with 
sodium hydroxide. From the resulting concen- 
trated solution, sodium nucleotide is removed by 
absolute alcohol and dissolved in distilled water, 
and sufficient tricresol is added to make a 0.3 per 
cent solution. After it has stood in an icebox for 
two weeks the ph is adjusted to 7.0 and the solu- 
tion is run through a Berkefeld filter directly in- 
to small, sterile ampules. This preparation has 
been designated as “Nucleotide K 96” Twenty 
patients with malignant neutropenia of varied 
etiology were treated with intramuscular and in- 
travenous injections of this preparation. In four- 
teen of these twenty cases, recovery took place. 
Clinical and hematologic improvement occurred 
quite consistently about five days after treat- 
ment was begun. The authors believe that these 
nucleotides may have a definitely favorable effect 
on an inactive bone marrow in certain cases of 
malignant neutropenia and that the substance is 
worth further trial in such cases. The material 
is apparently of no benefit in leukemia or sepsis 
without neutropenia and leukopenia. 
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EDITORIAL 
PAY YOUR DUES FOR 1932 











With this issue delinquent members will 
be cut from the mailing and all other lists. 
Post Office regulations require that this 
be done and the Constitution and By-Laws 
also provide that unrenewed member- 
ships lapse, February Ist. 


We are quite well aware that in many 
instances, failure to remit is due to pure 
negligence, in others no doubt it is the 
economic situation. For the information 
of our membership our affairs are in very 
good condition, all things considered. 


See your County Secretary at once, if 
you have not remitted for 1932. 


SCIENTIFIC EXHIBITS 


It should not be forgotten by those in- 
terested in having Scientific Exhibits that 
provision for these will be made at the 
Tulsa meeting. However, those contem- 
plating exhibits should make reservations 
by correspondence with the office of the 
Secretary at once. Last year a great deal 
of confusion resulted because some of the 
exhibitors waited until the last moment to 
install their material. 

This year all meetings, exhibits and etc., 
will be held in the Mayo Hotel, May 24, 25, 
26. 

It is therefore requested that those in- 
terested begin to make their plans at once. 


4). 


HEAD INJURIES 





Elsewhere in this issue appears a very 
thorough abstract of a thirty page article 
by Doctor Temple Fay, Temple University 
Hospital, Philadelphia, upon “Clinical 
Considerations Surrounding Head In- 
juries.” This article by Doctor Fay and 
the abstract by Doctor Long are so im- 
portant, not only to surgeons but to the 
physicians called upon to treat any and al! 
types of head injuries, that the abstract 
should be read as well as the original 
article by Doctor Fay, which appears in 
the December, 1931, Surgical Clinics of 
North America. 


The article positively interdicts, as a 
rule, too early and dangerous surgery. It 
indicates that a great many cases of frac- 
tures may be saved if the eventual cause 
of death, which is not the fracture, but 
edema and hemorrhage, with consequent 
pressure, is promptly and _ intelligently 
treated. The fracture in itself, if not fol- 
lowed by violent hemorrhage, disorganiza- 
tion of the brain or edema, does not cause 
death, therefore there is no hurry to rush 
the patient to an operating table, but there 
is the greatest demand that treatment to 
obviate edema, shock and etc., be immedi- 
ately instituted wherever and whenever 
possible. 

This article should be read by every 
member of the Oklahoma State Medical 
Association. 

PITTSBURG COUNTY PHYSICIANS 
PROTEST 





Press dispatches indicate that the forty 
doctors, members of Pittsburg County 
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Medical Society, refuse to assume respon- 
sibility for free health work for 50,778 
persons in the County. It seems to the 
Journal that this attitude is correct. It 
all started over a proposition to discon- 
tinue the Public Health Unit which had 
been “eminently satisfactory” in its func- 
tion. The Journal can see no more reason 
for the hundreds of charity cases which 
will need attention as well as the thous- 
ands which will need various preventive 
measures, being thrown upon the hands of 
the general practitioner of Pittsburg 
County, than to hand them over to the 
tender mercies of the banker, merchant, 
clothier, other businesses and finally the 
undertaker without some semblance of r2- 
numeration. It was once pointed out be- 
fore, that any one of these indigent per- 
sons committing a crime, has appointed 
for him an attorney, free, to keep him out 
of jail or see that he gets a fair trial, so 
we cannot see why a small pittance should 
not be provided to care for his illnesses. 
In other words we can see no difference 
in attempting to save a man from legal 
electrocution than to save the same man 
from typhoid, pneumonia or some severe 
injury. 

Every individual physician has a large 
number of people for whom he works for 
nothing. The public knows nothing of 
this, but it is certainly the duty of the 
State and its subdivisions to care for the 
helpless in their particular community. If 
we are not mistaken the basic law of the 
State indicates that that is a duty of the 
County and the County Commissioners 
concerned and we can see no more reason 
for not providing a salary for a health 
officer than not providing a salary for a 
sheriff or judge. 


ty. 


DOCTOR BEVAN SOUNDS OFF 








Very much to the surprise and chagrin 
of thousands of respectable, law-abiding 
physicians, Doctor Arthur Dean Bevan, 
Chicago, formerly President of the Ameri- 
can Medical Association, saw fit to testify 
before a committee in Washington upon 
the prohibition question, to the effect, in 
substance, that many, many physicians 
signed their liquor prescriptions in blank 
and sold them to the druggist. No doubt 
this has occurred, but it certainly has not 
occurred to any great degree in the medi- 
cal profession. In the first place a phy- 
sician who was guilty of that practice 
would obviously be marked as somewhat 
of a fool as well as violating a Federal 


law. Of course all kinds of men make up 
the medical profession, but it is the sincere 
belief of the writer that Doctor Bevan has 
done the profession, as a whole, an in- 
justice in testifying in the role in which 
he is reported to have appeared. The dif- 
ficulty in determining the number of phy- 
sicians who practice selling their prescrip- 
tions in blank is apparent and it is not 
believed that Doctor Bevan is in any better 


position to determine the number than . 


any other well informed observing phy- 
sician. Is is the opinion of the writer that 
hundreds of physicians do not take out 
license authorizing them to issue such pre- 
scriptions and it is common knowledge 
that hundreds of others who do have 
license are very chary about promiscuous 
issuance of prescriptions. 


It is regretable that a man formerly 
holding the high position of President of 
the American Medical Association should 
make the statements credited to him. Pos- 
sibly this law is disregarded more in Dr. 
Bevan’s neighborhood than elsewhere in 
the United States, but that is difficult to 
believe, and we doubt if the eminent sur- 
geon has much great personal knowledge 
on the matter. 


, 
Vv 


THE OKLAHOMA INCOME TAX 








Oklahoma physicians generally under- 
stand the terms of the Federal income 
tax, but it is doubtful if many of them 
understand that the last Legislature 
passed an act very much lowering the 
original income tax. This may be found 
in the Session Laws of Oklahoma, 1931, 
page!236, chapter 66, article 7. However, 
it is advised, where there is any question 
in the physician’s mind, that he consult 
some tax attorney or other informed 
person as to his return. 


The law requires that the following 
individuals each make, under oath, a re- 
turn stating specifically the items of their 
gross income and the deductions and 
credits allowed under this act. 

(1) Each individual having a net income 


of $750.00 or over, if single, or if married 
and not living with husband or wife. 

(2) Each individual having a net income 
for the taxable year, of $1500.00 or over, 
if married and living with husband or 
wife; 

(3) Each individual having a gross in- 
come for the taxable year, of $2500.00 or 
over, regardless of the amount of his net 
income. 


Certain returns from insurance, the 
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value of property acquired by gift or be- 
quest, interest upon the obligations of 
the United States; salaries, wages and 
other compensations received from the 
United States, by officials or employees 
thereof, etc.; amount received through 
accident, disability or health insurance 
or under Workmen's Compensation 
Acts, dividends received from stock in 
any corporation, are exempt from the 
tax. $750.00 is exempt in the case of a 
single or individual taxpayer and $1500.00 
in the case of a husband and wife. 


This is of extreme importance to every 
physician, in the State, for some form of 
return must be made as a penalty of 
$10.00 per day may be assessed for fail- 
ure to make the return. 


0- 
THE CLINICAL LABORATORY AND 
THE PROHIBITION LAWS 








Resulting from an Amendment to Sec- 
tion 6982 C. O. S. State of Oklahoma, 
1921, as amended by Chapter 34 Session 
Laws of Oklahoma, 1929, clinical labora- 
tories in the State of Oklahoma are denied 
the use of tax paid ethyl alcohol] unless 
they are engaged in “purely scientific re- 
search” in the most restricted sense of the 
word, and this is borne out by a written 
opinion of the Attorney General’s Depart- 
ment on the State of Oklahoma as render- 
ed to the Treasury Department, Bureau 
of Industrial Alcohol, in June, 1931. Con- 
sequently all alcohol permits for clinical 
laboratories in the State of Oklahoma 
were disallowed beginning January 1, 
1932, the Treasury Department taking 
the position that they must necessarily 
uphold the laws of any individual state. 
The Attorney General’s opinion however 
does state that clinical laboratories may 
obtain tax free alcohol from the Bureau 
of Industrial Alcohol providing such is 
obtainable but tax free alcohol is limited 
by the federal government to use by gov- 
ernment bureaus, by any state or munici- 
pal subdivision thereof, by colleges, uni- 
versities, bona fide hospitals and by lab- 
oratories for use “exclusively in scientific 
research.” 


The Bureau further holds that general 
clinical laboratory work as done by the 
medical profession does not come within 
the term “scientific research” and that 
therefore alcohol cannot be withdrawn 
from the federal warehouses for their use. 


The above represents the situation as re- 
gards the use of alcohol in clinical labora- 


tories in the State of Oklahoma at the 
present time. There is clearly either an 
over-zealous tendency with regard to 
legislation regarding alcohol or else un- 
fortunate terms have been used in the law 
or there has been a misconstruction of the 
interpretation of the term. The net result 
has been that the clinical laboratories in 
this State are being forced to carry on 
some of their work contrary to the law as 
there are some tests and clinical proced- 
ures in a clinical laboratory that cannot 
be carried on without the use of pure 
ethyl or grain alcohol. It would seem utter- 
ly absurd that anything bearing so inti- 
mately upon the general welfare of the 
public health should be put in such a posi- 
tion and it is to be hoped that either the 
national legislature or the state legislature 
at the earliest possible time will see fit to 
correct such an injustice to the profession 
and to the public. It is no wonder that the 
medical profession in general is disgusted 
with the present operation of the prohibi- 
tion laws. 
PAT FITE. 





) 
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TULSA COUNTY COMMITTEES 





Doctor W. J. Trainor, Tulsa, Chairman 
of the Committee on Arrangements on be- 
half of the Tulsa County Society, an- 
nounces the following Committees to hand- 
le the work of the annual meeting, at Tul- 
sa, May 24, 25, 26, 1932: 

General Chairman. W. J. Trainor, 1011 
Medical Arts Blidg., Tulsa, Okla. 

Registrations. C. C. Hoke, Petroleum 
Building, Tulsa. 

Finance. W. Albert Cook, 1107 Medica! 
Arts Bldg., Tulsa. 

Entertainment. W. A. Showman, 409 
Medical Arts Bldg., Tulsa. 

Hotels. James Stevenson, 615 Medical 
Arts Bidg., Tulsa. 

Golf. Charles J. Wood, 511 Medical 
Arts Bldg., Tulsa. 

Ladies’ Entertainment. Women’s Aux- 
iliary of The Tulsa County Medical So- 
ciety, Tulsa. 

Reserve Officers. Paul R. Brown, 517 
Medical Arts Bldg., Tulsa. 

Scientific Exhibit. Morris B. Lhevine, 
1007 Medical Arts Bldg., Tulsa. 

Fraternal Dinner. Ralph A. McGill, 
1010 Medical Arts Bldg., Tulsa. 

Badges. J. C. Brodgen, Mayo Bidg., 
Tulsa. 
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SECTION CHAIRMEN ANNUAL 
SESSION 


Surgical Section: Chairman, Dr. Fred 
S. Watson, 401 Commerce Bldg., Okmul- 
gee, Oklahoma. 

Secretary, Dr. W. G. Husband, Hollis, 
Oklahoma. 

Eye, Ear, Nose and Throat: Chairman, 
Dr. A. L. Guthrie, Medical Arts Bldg., 
Oklahoma City, Okla. 

Secretary, Dr. J. F. Gorrell, Medical 
Arts Bldg., Tulsa, Okla. 

General Medicine: Chairman, Dr. Henry 
H. Turner, 1200 North Walker, Oklahoma 
City, Okla. 

Secretary, Dr. Fred H. Dorwart, Barnes 
Bldg., Muskogee, Okla. 

Dermatology and Radiology: Chairman, 
Dr. Charles J. Wood, Medical Arts Bldg., 
Tulsa, Okla. 

Secretary, Dr. Carl L. Brundage, Medi- 
cal Arts Bldg., Oklahoma City, Okla. 

Pediatrics: Chairman, Dr. C. E. Brad- 
ley, Medical Arts Bldg., Tulsa, Okla. 

Secretary, Dr. Geo. H. Garrison, 1200 
North Walker, Oklahoma City, Okla. 


0). 
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Editorial Notes — Personal and General 








DR. AND MRS. R. L. MURDOCH, Oklahoma 
City, announce the birth of a baby boy, February 
22, 1932. 





DR. O. O. HAMMOND, announces the opening 
of his office, 804-805 Medical Arts Building, Ok- 
lahoma City. 





DR. J. H. LAWS, Broken Arrow, has returned 
from Kansas City, where he has been for the past 
eight weeks on account of his health. 





DR. PAUL SANGER, Yukon, has opened an 
office in that town. He is the son of the late Dr. 
S. S. Sanger, who formerly lived in Yukon. 


DR. FRANK H. McGREGOR, Mangum, attend- 
ed the February meeting of the American Medical 
Association on Hospitals and Medical Education, 
held in Chicago. 


DR. G. N. BILBY, Oklahoma City, Commis- 
sioner of Health, announces that antidiphtheria 
clinics were held in Rocky, Sentinel, Cordell, 
Colony and various western Oklahoma towns in 
February. 


GRADY COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1932, at their recent 
medical meeting: Doctors, J. C. Ambrister, presi- 
dent; L. E. Woods, secretary-treasurer; C. P. Cox, 
first vice-president; C. P. Mitchell, second vice- 
president; Roy E. Emanuel, delegate; Walter 
Baze, censor, all of Chickasha. 











DRS. C. DOLER, superintendent, and R. S. 
Hickman, member of the Staff of the State Tu- 
berculosis Hospital at Clinton, addressed the 
Jackson County Medical Society at Altus, Febru- 
ary 26th. A good attendance was reported. 





OTTAWA COUNTY MEDICAL SOCIETY met 
at Picher, February 12th. Dr. D. L. Connell was 
toastmaster. A short business session preceded 
a chicken dinner. Nearly all towns of Otfawa 
County were represented and a Missouri phy- 
sician was a guest. 





KAY COUNTY MEDICAL SOCIETY met, ~ 


January 28th, at Blackwell, for their monthly 
meeting. Doctors Howard S. Browne and J. C. 
Wagner, Blackwell, spoke on “Strabismus,” and 
“Traumatic Neurosis,” respectively. Dr. W. M. 
Leslie opened the discussion, and a round table 
discussion followed the reading of Dr. Wagner’s 


paper. 


COMANCHE COUNTY MEDICAL SOCIETY 
met, January 28th, at Lawton for their regular 
session. The program was in charge of Major 
Howard Hume and Lieut. Kermit H. Gates of 
Fort Sill. Lieut. Gates read a paper on “Some of 
the Results of Syphilitic Treatment in the Army,” 
which was freely discussed by a number of doc- 
tors present. 








MUSKOGEE COUNTY MEDICAL SOCIETY 
was entertained on February 24th at the United 
States Veterans’ Hospital, Muskogee, Oklahoma, 
by the staff of the hospital. A very interesting 
program consisting of motion picture film “Diag- 
nosis and Surgical Treatment of Peptic Ulcer.” 
Lantern slide discussions of “Kidney Anomalies,” 
“Joint Mice,” “Eventration of the Diaphragm,” 
and “Carcinoma of the Heart,” was presented. 





CREEK COUNTY MEDICAL SOCIETY met in 
Drumright, February 25th. Dr. O. W. Starr, 
Drumright, presented a paper on “Case of Car- 
cinoma of Stomach”; Dr. W. J. Neil, Drumright, 
discussed the present status of the County 
Health Office; Dr. R. Q. Atchley, Tulsa, presented 
a paper on “Treatment of Fractures by the 
Skeletal Traction Method.” A banquet followed 
the reading of the papers. 





STEPHENS COUNTY MEDICAL SOCIETY 
members were the guests of Dr. C. N. Talley, 
Marlow, January 26th, at a banquet. After the 
banquet, Dr. Lewis J. Moorman, Oklahoma City, 
gave an illustrated lecture on “Some of the Re- 
cent Developments and Treatment of Pulmonary 
Tuberculosis.” Dr. Floyd Moorman, Oklahoma 
City, also delivered a lecture on “Phrenectomy in 
the Treatment of Tuberculosis.” This was illus- 
trated by lantern slides made from X-ray photo- 
graphs. 





MUSKOGEE COUNTY MEDICAL SOCIETY 
and the Muskogee County Dental Society met in 
joint session at the Town and Country Club, Mus- 
kogee, on February 17th. Banquet followed by a 
very interesting scientific program. Three dental 
papers prepared by Drs. A. E. Bonnell, Otto L. 
Hine, and G. L. Dodson; three medical papers by 
Drs. E. H. Fite, J. Hutchings White, and Charles 
E. White. Some fifty-five present. At this meet- 
ing plans were made to hold bi-annual joint 
meetings of the two societies, 
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MUSKOGEE COUNTY MEDICAL SOCIETY 
will hold two regular meetings on March, 14th 
and 28th, 8:00 P. M., Severs Hotel. On March 
14th the program will consist of Drs. E. H. Coach- 
man, J. S. Campbell, and C. W. Heitzman. On 
March 28th an “Old Timer’s” program will be 
presented. Drs. F. B. Fite, J. L. Blakemore, F. 
E. Warterfield, and C. A. Thompson will discuss 
medical subjects from territorial days, up to the 
present time This promises to be a very inter- 
esting program, as the men assigned these sub- 
jects are well qualified. 


- 
O 








JAMES WESLEY TUCKER 





Dr. James Wesley Tucker, pioneer phy- 
sician of Lindsay, died at his home in Lind- 
say, Oklahoma, January 21, 1932, following 
an illness of several weeks. 

Dr. Tucker was born in Hardin County, 
Tennessee, January 24, 1860. Following 
his graduation from Vanderbilt University 
Medical School in 1892, he practiced medi- 
cine at Muskogee, Oklahoma and in Indiana. 
In 1901 he located at Purdy, Indian Terri- 
tory, later moving to Lindsay in 1919. He 
has been very active in the practice of medi- 
cine until the past year. He married Miss 
Emma Walker of Pittsburg, Tennessee, De- 
cember 23, 1888. 

He was an active member in the Meth- 
odist Church, 32nd degree Mason and 
Shriner. 

Funeral services were conducted at the 
Methodist Church in Lindsay, Oklahoma. 
Masonic services were held at the grave in 
Purdy, Oklahoma. He is survived by his 
wife, Mrs. Emma Tucker, one daughter, 
Mrs. Carl Marquard, and one son, Henry 
Tucker. 





The Almighty wise ruler of the universe 
having seen fit to remove from our midst 
by death, our friend Dr. James Wes- 
ley Tucker, we resolve that our hearts go 
out in tender sympathy to the grief 
stricken family in this, their hour of sorrow, 
and 

We do further resolve that we feel and 
realize that in the death our member, Dr. 
Tucker, we have lost a friend of christian 
integrity and fidelity to principle. 

Resolved further that a copy of this reso- 
lution be read at the meeting of the society 
in March, a copy be sent to the family, and 
one to the Oklahoma Medical Journal for 


publication. 
F. F. GROSS, 


Cc. M. PRATT, 
HUGH MONROE, 
Committee. 











ERYSIPELOID IN UNITED STATES 


Joseph V. Klauder and Malcolm J. Harkins, 
Philadelphia (Journal A. M. A., April 11, 1931), 
summarize thus their study of erysipeloid among 
commercial fishermen working in fish pounds 
along the northern New Jersey seacoast; studies 
conducted at the abattoirs in Chicago and else- 
where; questioning their dermatologic confreres, 
and communications with veterinarians; physi- 
cians engaged in industrial medicines, and insur- 
ance companies insuring employees under the 
Workmen’s Compensation Act: Erysipeloid is 
rarely seen in dermatologic clinics. The infec- 
tion is apparently more frequently obtained from 
contact with fish and crustacea and from sources 
other than contact with the flesh of swine. The 
disease among commercial fishermen is more pre- 
valent in hot weather and is frequently a severe 
form of erysipeloid with lymphangitis and with 
enlargement and tenderness of the regional 
lymph nodes, at times associated with mild con- 
stitutional symptoms. The clinical picture is com- 
parable to what has been reported in the German 
medical and veterinary literature as swine ery- 
sipelas in man. From these cases was isolated a 
virulent strain of bacillus of swine erysipelas. In 
these patients no arthritic symptoms were observ- 
ed and no acute fatal instances of the infection. 
The disease appears to be widespread among 
commercial fishermen handling live fish along the 
entire Atlantic seacoast and is an important dis- 
ease of the fishing industry. The authors are 
not acquainted with any report in the literature 
on erysipeloid among commercial fishermen 
which concerns this severe form. The infection 
seems to be much less common and also milder 
among handlers of fish shipped to market, both 
wholesale and retail. This can doubtless be at- 
tributed to less intimate contact, to the fact that 
the fish have been cleansed, washed and packed 
in ice, and to a change in the virulence of the 
organism through changed environment. The in- 
fection is rare among veterinarians, particularly 
those inspecting swine in slaughter houses. The 
infection is apparently not common in the meat 
packing industry. The mild form of the disease 
exists among employees in the canning industry, 
canning fish and other food of animal origin. 
The disease is an important disease of industry 
in the United States among employees of the 
aforementioned industries, not by reason of the 
severity of the infection but in view of the in- 
volvement of the hands, the weeks of incapacita- 
tion and the inadequacy of local treatment. The 
majority of the mild cases of erysipeloid run a 
self-limited course of about three weeks. In some 
patients, after a short period of apparent cure, 
the eruption reappears either at the same area 
or. more likely, at an adjacent previously unin- 
volved area. In this way the disease may con- 
tinue for many weeks, indeed, months. The dis- 
ease does not appear to be greatly helped nor 
its course shortened by local treatment with con- 
ventional applications, such as boric acid com- 
presses, saturated solution of magnesium sulphate, 
tincture of iodine, or sulphonated bitumen. The 
importance of rest is stressed by many writers. 
Ultraviolet ray and foreign protein therapy have 
been recommended and are alleged to be of some 
value in treatment. The condition seems to be 
more or less limited and responds but poorly w 
local treatment. Patients lose two or three weeks 
in spite of all that one can do. About the only 
effective treatemnt (one questions if it reaily 
shortens the course of the disease) is rest and 
heat in the form of wet packs. 
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The Treatment of Obesity with Low Caloric 
Diets. By Frank A. Evans, M.D., and J. M. 
Strong, M.D. The Journal of the American 
ye Association, October 10, 1931, Vol. 97, 

. 1063. 


Obesity and Menstrual Disorders. It has been 
known for some time that the weight was in re- 
lation to certain menstrual disorders. Evans and 
Strong reviewed a series of 187 patients with 
obesity, treated with low caloric diets and found 
a loss of 5659 pounds with an average duration 
of dieting of 8.7 weeks. 

They found in more than half their cases a 
more abundant flow and less menstrual discom- 
fort after weight reduction. They cite several 
cases in point. 

They write that, “Observations of this char- 
acter suggest that excess weight and menstrual 
disorders are not the result of a primary en- 
docrine imbalance. On the contrary, the men- 
strual disorder, which is the principal index of 
the alleged endocrine imbalance, is probably due 
to a faulty nutrition with its inevitable resultant 
faulty metabolism at a physiologically impres- 
sionable period of the patient’s life.” 


Comment: It has not been definitely proven 
whether the menstrual disorders in fat women 
are due to a primary endocrine imbalance or to 
faulty nutrition. However, there is no question 
but what proper regulation of weight by dietary 
regime has profound influence in certain men- 
strual disorders, and also in the vaso-motor symp- 
toms which accompany them. 

—Wendell Long. 


Analysis of 100 Cases of Ruptured Ectopic Gesta- 
tion: Technic and Evaluation of autohemofus- 
ion. By James V. Ricci, M.D., and Salvatore 
Di Palma, M.D., New York, N. Y. American 
Journal of Obstetrics and Gynecology. Volume 
XXII, December, 1931. 


The authors have presented a statistical survey 
of 100 cases of ruptured ectopic gestations and 
have tabulated the types of menstrual disorders, 
the pain element in diagnosis, the leukocyte counts, 
the erythrocyte counts, the analysis of the deaths 
and a comparison of mortality rates. This has all 
been a basis for a discussion about the merits of 
autohemofusion in desperately ill patients with 
ruptured ectopic pregnancy and free blood in the 
peritoneal cavity. They point out that, though 
rarely indicated, when needed it is an invaluable 
procedure. They emphasize that the method 
should be reduced to the utmost simplicity. Their 
method, in brief, entails the administration of 
intravenous saline solution to which is added the 
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free blood in the peritoneal cavity after mixture 
with sodium citrate solution and _ straining 
through 12 layers of gauze saturated with citrate. 


They point out the fact that this is a partic- 
ularly useful procedure in situations where the 
elaborate organization of a large hospital is not 
immediately available in the treatment of such a 
catastrophe as a peritoneal rupture of ectopic 
pregnancy with great blood loss. They have 
coined the term autohemofusion as opposed to 
autotransfusion. 


Comment: While it has never been necessary 
in our experience to utilize this method, unques- 
tionably there are certain cases of ruptured ec- 
topic pregnancy with such terrific blood loss that 
immediate replenishment of the blood volume 1s 
essential in order to preserve life. If the means 
for proper cross matching of the blood is not 
available in a reasonably short time, this pro- 
cedure would seem to me to be a rational, life 


saving process. 
—Wendell Long. 


Clinical and Experimental Basis for Surgery of 
the Pelvic Sympathetic Nerves in Gynocology. 
Rene Fontaine, M.D., and Louis G. Herrmann, 
M.D., Strasbourg, France, Surgery, Gynecol- 
ogy and Obstetrics, Vol. 54, Page 33. 


These authors have published a very compre- 
hensive review from the _ well-known Leriche 
Clinic upon the pelvic sympathetic nerves. They 
have outlined carefully both macroscopic and 
microscopic anatomy of the nerves of the female 
sex organs and have reviewed at some length the 
physiology. 

They have given as the indications for oper- 
ations: Group A, those cases in which no organic 
lesion of the genital organs can be found to 
account for the pelvic pain, i. e., functional dys- 
menorrhoea. 

Group B, those cases with slight pathological 
processes in the pelvis which do not react favor- 
ably to ordinary gynecological treatment, i. e., 
sclerocystic degereration of the ovaries; persis- 
tent pelvic pain following some previous oper- 
ation. 

Group C, those cases in which the pathological 
lesion is known but which has been found to be 
too extensive for surgical removal, i. e., inoper- 
able neoplasms in the pelvis giving rise to severe 
pain. 

They outline the types of operation employed: 

a. Section of the superior hypogastric plexus 
(presacral nerve). 

b. Section of the ovarian nerves. 

c. Peri-arterial sympathectomy of the intern- 
al iliac artery. 

d. Section or removal of the lower part of the 
lumbar sympathetic chain of one or both sides. 

They give a general review of the results ob- 
tained, together with case histories from a num- 
ber of patients. 
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They outline the technique of the various op- 
erations of sympathectomy. 


They feel that in many cases of intractible 
dysmenorrhoea, resection of a portion of the hy- 
pogastric plexus (presacral nerve) is decidedly 
beneficial in a large majority of cases. They 
point out that disturbances of micturition fol- 
lowing such operations have been rare in their 
experience. They discount any feeling that func- 
tion has been impaired and report that the men- 
strual cycle and the ability to -have children has 
been unchanged after this procedure. 


They feel that in incurable carcinoma of the 
pelvis associated with severe pain, extensive sym- 
pathectomy is justifiable in light of the complete 
relief of pain afterward, provided the extension 
of the carcinoma into the nerve roots has been 
eliminated as a cause for that pain. 


—Wendell Long. 


CLINICAL CONSIDERATIONS 


In recent years there has been a tremendous 
increase in the number of head injuries. It is 
important to the general practitioner, the surg- 
eon and the neuro-surgeon that there be some 
established, adequate method of treatment based 
upon a definite understanding of the symptoms 
involved in cerebral trauma. 


In April of 1931, I, with the other members of 
the Southern Society of Clinical Surgeons, visit- 
ed Dr. Temple Fay in Philadelphia. During our 
visit there he gave us his plan of treatment for 
these injuries. It is the most clearly outlined 
and logical plan of which I am aware. During 
the past year I have employed it constantly with 
gratifying results. The careful and adequate 
management of the details concerning the im- 
mediate control of shock and intra-cranial pres- 
sure have rewarded us by a definite dimunition 
in mortality. 

Too frequently long delays occur, in the at- 
tempted suturing of the scalp, in the futile at- 
tempt to obtain X-ray examinations at a time 
when they are not indicated and not necessary, 
and in the delay associated with assembling the 
necessary requirements for lumbar puncture, ex- 
aminations and operation, when a clear cut pro- 
gram of treatment has not been visualized. 

The doctor must recognize the fact that death 
from a head injury is not due to the fracture of 
the skull, but is brought about by the changes in 
physiologic relationships within the cranial cav- 
ity, because of pressure, haemorrhage, or cerebral 
edema, secondary to the trauma. Our problem 
involves the appropriate management of cerebro- 
spinal fluid, cerebral edema, and consequent in- 
tracranial pressure, as well as treatment directed 
toward the haemorrhage by either direct or in- 
diect methods. 


There are two indications for operation: 


a. Compound or comminuted fracture of the 
skull, with extension into the cerebral substance. 

b. Depressed fracture sufficiently large to 
cause pressure and encroachment upon important 
cerebral areas. 

Decompression has been abandoned, and when- 
ever an operation is done it is for the purpose of 
exploration for complicating subdural or epidural 
haemorrhage. Operation is undertaken only when 
all other measures have failed or definite focal 
signs indicate that a subdural or epidural clot 
exists in conjunction with the generalized cere- 


bral edema and brain laceration. Trephining the 
skull does not relieve intra-cranial pressure any 
more than a single spinal drainage. Bloody 
spinal fluid is a contraindication for operation. 
As a rule it is better to delay exploration until 
after intra-cranial pressure and cerebral edema 
have been adequately controlled. When it has 
been impossible to control cerebral edema and 
pressure by all other measures then it has been 
our experience that operation has also failed. 
There is no justification in early operation as 
previously practiced with its unquestionably high 
mortality. 


The care of these acute head injuries may be 
classified into the following periods: 


1. Period of shock. 

2. Period of emergency treatment. 

3. Period during the first twenty-four hours 
after admission. 

4. The ten day period of recovery. 

5. Post-traumatic considerations. 

I. Period of shock: 


The evidences of shock are as follows: 


a. Subnormal temperature. 

b. Cold clammy extremities. 

c. Low diastolic pressure, especially below 60. 
d. Pulse usually above 120. 

e. Increase in the respiratory rate. 

f. At times a rising pulse pressure. 


Il. Period of emergency treatment: 


a. Warm dry clothing, heat applied to 
the body surfaces. 

b. Atropin sulphate, grain 1-100 (adult 
dose). Pituitrin, surgical, 15 minims 
by hypodermic. Strychnine, grain 
1-30, by hypodermic. 

c. Ergot and ephedrine if necessary. 


The stimulants are directed toward vaso con- 
striction of the peripheral circulatory bed, thus 
improving diastolic pressure, favoring better 
oxygenation and correcting the vaso-motor dilata- 
tion associated with shock. 


1. Immediate intravenous administration of 
50% glucose. The purpose is to draw from the 
tissues the fluid needed for blood volume, thus 
replacing from the patient’s own tissues the need- 
ed amount. It is usually not necessary to give 
any normal saline except when the shock is very 
severe. A minimum amount of fluid by mouth 
may be given during the period of shock. The 
period of shock is usually considered over when 
the temperature returns to normal or above and 
when the pulse diminishes to about 120. 


2. Control of the bleeding points of the scalp, 
inspection and cleansing of the wound and simple 
dressings to meet the immediate requirements. 
No attempt to suture the wound and no immedi- 
ate operative measures undertaken until the peri- 
od of shock has entirely disappeared. Immediate 
X-ray is not considered. 

Every effort should be directed toward the im- 


mediate treatment of shock and the subsequent 
Intra-cranial pressure which will ensue. 


3. During this interval temperature, pulse, 
respiratory and blood pressure is recorded every 
fifteen minutes. The necessary stimulants are re- 
peated or amplified as the indications may re- 
quire. 


4. As soon as the period of shock has passed, 
spinal puncture is done. At this time the patient 
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may have a careful neurological examination 
done. 

The subsequent program of treatment depends 
upon the character and pressure of the spinal 
fluid. If the fluid is clear, measures directed en- 
tirely toward the subsequent control of intracran- 
ial pressure are indicated, with careful and fre- 
quent observations of the patient’s neurological 
signs, to determine the possible presence of sub- 
dural or epidural haemorrhage. Remember that 
the subdural and epidural spaces do not com- 
municate with the subarachnoid space, and for 
this reason a large haemorrhage may occur with- 
out evidence of blood in the spinal fluid. 


If the spinal fluid is bloody the pressure is 
taken and all of the fluid which can be obtained 
(with the patient in the recumbent position) is 
drained from the spinal canal, both for the pur- 
pose of reducing intra-cranial pressure, prevent- 
ing immediate subsequent pressure and also with 
the hope of removing as much blood as possible. 
With bloody spinal fluid operative exploration is 
not warranted, because combined subarachnoid 
and subdural haemorrhage seldom occur. Blood 
in the spinal fluid produces obstruction to the 
outlet of cerebro spinal fluid and thus for a 
period of ten days at least, spinal fluid must be 
withdrawn from time to time to prevent over 
accumulation. When blood is present in the 

= fluid, laceration of the brain, as well as 

e presence of blood itself, tends toward pro- 
ducing irritation, edema, and swelling, and the 
necessity for dehydration throughout the ensuing 
days is imperative, so as to permit adequate 
circulation of arterial blood within the cranial 
cavity, and preserve function of the important 
cerebral centers that otherwise would suffer for 
the lack of oxygen, in the presence of edema and 
pressure. 

III. Considerations during the first twenty-four 
hours after admission: 

With period of shock over, attention must be 
directed toward maintaining blood pressure and 
the control of intra-cranial pressure, as well as 
the subsequent dressings, or surgical debridement 
and reconstruction of the areas of laceration. 


The importance of preventing restlessness and 
insuring quiet cannot be over emphasized, so as 
to prevent further cerebral bleeding and intra- 
cranial pressure, from violent efforts made on the 
= of the patient. Morphine should be avoided 

ause it depresses the respiratory center and 
frequently complicates this phase of the picture. 
Sodium luminol, grain 2, by hypodermic, and 
chloral hydrate, grain 15, with sodium bromide, 
30 grain (adult dose), is given by mouth and re- 
peated every four hours if necessary. If neces- 
sary the chloral and bromide may be given by 
rectum (double the above amount) in 4 ounces 
of hot tap water. The following routine orders 
are then initiated: 

1. Elevation of the foot of the bed. 

2. Temperature, pulse and respiration record- 
ed every fifteen minutes. 

3. Blood pressure recorded every half hour. 

4. The pulse pressure (the difference between 
the systolic and diastolic blood pressure) is chart- 
ed J ag mapa with the pulse every half hour. 

Ice pack to the head. 

é. Complete blood count. 

7. Typing of the patient’s blood. 

8. Routine urine examination. 

9. Fluid intake and output are carefully meas- 
ured and charted, and the total fluids allowed as 
follows: 


a. If the spinal fluid is clear, subsequent spinal 
drainage is unnecessary. Total fuilds are there- 
fore restricted to 20 ounces in twenty-four hours 
(by mouth or rectum). 

b. If spinal fluid is bloody and repeated spinal 
drainage is to be done, the total fluids are limited 
to 30 ounces in twenty-four hours. 

If the fluid intake is limited to 20 ounces, 
practically no spinal fluid can be obtained after 
the second day. The intra-cranial pressure will 
be thus controlled for the ensuing period and 
the cerebro spinal fluid system placed at rest, 


giving the maximum amount of cranial volume 


to the needed arterial circulation, which is con- 
cerned with oxygenation of the brain and repair 
of the injuries. 

It is evident that if repeated spinal drainages 
are to be performed, with the object of draining 
the bloody fluid, and assisting in its elimination, 
sufficient spinal fuild must be obtained at each 
drainage. Usually from 45 to 65 cc. of spinal 
fluid can be obtained by lumbar puncture every 
twenty-four hours when the total fluid intake 
has been placed at 30 ounces. 

With the blood pressure records every half 
hour and the pulse pressure relationship with the 
pulse rate determined, as well as exact know- 
ledge as to intake and output, the clinician is in 
a position to rationally control the patient’s 
intra-cranial pressure. 

Should the pulse persist over 120 another intra- 
venous injection of 50 cc. of 50% glucose may 
be given in four hours. If the pulse pressure 
shows a tendency to rise or approach the pulse 
rate, the indications for further relief of intra- 
cranial pressure are thus established, and another 
spinal puncture and drainage are necessary, or an 
enema of magnesium sulphate may be given to 
further enhance the dehydration. Still more ef- 
fective dehydration can be accomplished by the 
introduction of 50% glucose intravenously; fol- 
lowed in one hour by magnesium sulphate by 
mouth or rectum. Magnesium sulphate should 
never be used in the presence of shock. 

The most important consideration toward 
which all treatment is directed is the maintenance 
of adequate oxygen supply to the centers of the 
brain concerned with life, as well as the tempor- 
arily disrupted cortical mechanism, so that when 
the period of stupor and immediate injury is 
over, there will be a re-establishment of cortical 
function rather than the massive loss of highly 
specialized cells sacrificed during the period of 
anoxemia and pressure and consequently produc- 
ing the final post-traumatic signs of mental de- 
terioration, loss of initiative, attention and gen- 
eral mental acuity. 

In order that oxygen be properly delivered to 
the tissue cells throughout the body, it is neces- 
sary to maintain diastolic pressure at 60 mm. of 
mercury at all times. This is done by constrict- 
ing the peripheral vascular bed, and seldom is it 
necessary to stimulate the heart itself. 

IV. Considerations of the following ten day 
period of recovery: 

With the period of shock and immediate pres- 
sure controlled X-ray studies of the skull may be 
made for a permanent record. Spinal drainage is 
continued daily or oftener if blood is present in 
the spinal fluid. Careful neurological studies are 
made daily. Should focal signs be present and 
the patient’s general condition satisfactory, im- 
mediate exploration is delayed until the intra- 
cranial pressure phase has passed and the period 
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of subrachnoid haemorrhage is over. Operative 
exploration, when indicated, is best accomplished 
after the seventh or tenth day, should other signs 
and symptoms remain satisfactory. 

The patients are maintained on the fluid level 
allotted to them until the seventh to tenth day, 
when, if the spinal fluid is clear, the intake is 
gradually raised and the patient is finally placed 
on 32 ounces of total fluid as the maximum. 
Where spinal fluid is bloody, the level of 30 
ounces is maintained during the period of drain- 
age. 

V. Post-traumatic considerations: 

The patient is discharged from the hospital 
with the caution that he must not exceed 32 
ounces of total fluid during the ensuing three 
months. He is placed on a dry diet and advised 
to avoid sweets and salty foods. The latter not 
only helps to control the thirst caused by the 
restricted fluid level, but prevents water short- 
age in the tissues and maintains a better water 
balance without periods of overloading. 

It has been a striking fact to note that the 
former post-traumatic headache, dullness, loss of 
attention and disturbance in concentration have 
been an unusual rather than a usual finding. This 
is ascribed to the cortrol of the fluid balance. 
Patients have themselves reported that when they 
exceed the fluid allotment or diet program, they 
felt dull, had headache and had themselves re- 
turned to their former balance, because they “did 
not feel so well when they took more fluid.” 
Indulgence in alcohol has caused complaint of 
the same return of symptoms. 

It is thought that an acute brain injury treat- 
ed in this way may safely return to activity with- 
in three or four months, whereas formerly from 
six to nine months were required to adjust a pa- 
tient to his economic surroundings, and frequent- 
ly the traumatic neurosis produced partial or 
permanent disability. 

—LeRoy Downing Long. 
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Study of Prostatic Secretions and its Relation- 
ship to Malignancy. S. W. Mulholland, M.D. 
Extract: Proceedings of the staff meeting Mayo 
Clinic, December 16, 1931. 


That cellular elements are found in secretions 
that accompany malignancy has been known for 
many years. The secretions studied were from 
the pleural and abdominal cavities. Smears from 
these secretions should fairly constant endoth- 
elial like cell, or plaques of epithelial cells. 

Reasoning from the above results, dominant 
types of cells should be found in a carcinomatous 
prostate’s secretions. 

One hundred cases of prostatitis were studied, 
four smears from each case were stained with 
Wright’s stain, and studied. The following cel- 
lular elements were present: Polymorphonuclear 
leukocytes, large and small lymphocytes, other 
phagocytes spermatozoa epithelial cells, micro- 
organisms, and non-nuclear elements, consisting 
of lipoid globules and mucous. = 


Thirty cases of known carcinomatous prostates 
were used as comparison. The secretion being 








stained with Wright’s stain. Leukocytes the pre- 
dominating cells in prostatitis were absent. The 
dominant cells were of two types. Both types of 
cells, nuclear material were acidophilic in contrast 
to Bosophelic in leukocytes of prostatitis. One 
type was a cell two to three times the size of 
polymorphonuclear leukocyte. Nucleus one-third 
size of body of cell, round, and centrally located. 
This type of cells had been packed together, caus- 
ing marked variation in cellular outline. Exami- 
nation of the secretions revealed this type of cell 
in 77% of the cases as 23 out of 30 cases. 

The other cellular elements wete epithelial cells 
that occur either singly or in large plaques. The 
nucleus was one-eighth to one-tenth the size of 
the body of the cell. 

Although these cells tend to occur in clumps, 
and to be held together by bits of mucous, they 
were never seen in plaques which were quite 
typical of pavement epithelial cells. 

Infection tends to mask this picture, and typical 
smears are taken from patient who had been 
diagnosed early. 

Doctor W. C. MacCarty in discussing Doctor 
Mulholland’s paper says: 

“I thought in connection with Doctor Mulhol- 
land’s presentation, we might review the criteria 
by which we say that a cell is malignant. Car- 
cinoma of the prostate may be of two types. 1. 
Scirrhous. 2. Carcinomatous. The latter in which 
there is a proliferation of the cells in the acini 
and a piling up of these cells, it is easily possible 
for these cells to be exfoliated and expressed in 
the urethra. Therefore the secretion from this 
type of carcinomatous prostate would have de- 
generating carcinomatous cells. I have read Doc- 
tor Mulholland’s thesis and he has never said that 
these cells that he described were carcinomatous. 
I feel however if he keeps on looking he will find 
carcinamatous cells in perfect condition instead of 
the exfoliated degenerated ones he describes.” 





Experimental Study of Early Syphilis with non- 
Specific therapies. Martin F. Engman, M.D., L. 
H. Jorstal, M.D., M. F. Engman, M.D. Journal 
A. M. A., November 21, 1931. 


It has been known for a number of years that 
patients with neuro syphilis, are favorably affect- 
ed by the rise in body temperature. Some cases 
are favorably affected with non-specific protein 
therapy- 


Working from the assumption, we selected 29 
cases all in primary and secondary stages. These 
patients were submitted to a form of treatment 
which consisted of a combination of agents each 
which is supposed to stimulate non-specific forces 
in animal organisms. 


In the first group of eleven cases there was 
given an intramuscular injection of a 1% solution 
of mercuric chloride in physiologic salt solution. 
This was not given from the standpoint of speci- 
fic treatment but with the idea in mind of a pos- 
sible non-specific stimulation of the defense or- 
ganisms of the body for this reason we chose 
the height of the temperaiure rise as a probably 
most suitable time for the injection. 

The 29 cases were divided into three groups 
and treated according to the schedule given be- 
low. 

First Group: (1) K. I. Sat. Sol. gts. X t. i. d. (2) 
Thyroid gland extract gr. % t. i. d. (3) Thyroid 
vaccine—initial dose 50 M.—increased 50M—Cach 
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dose, unless fever goes above 103, then just 
enough for fever 102 and 103. This is given in- 
travenously. (4) 1 cc. mercuric chloride—1% in- 
travenously at height of fever. (5) Quartz lamp 
treatment as soon as temperature returned to 
normal following injection of vaccine. 

Second Group: Same as group one except that 
mercuric chloride injections were omitted. 

Third Group: Same as number two, except high 
carbohydrate diet; and spiritus frumenti was 
taken during the fever. 

Twenty-nine oases either primary or secondary 
were used as test cases with the following re- 
sults: 

Serological—22 cases—76% showed serological 
improvement. Kahn reaction drop from 240 to 20 
to the end of treatment—most remained at 20 
reacting units. 7 cases—24% showed no sero- 
logical improvement. 

Clinical—Clinical improvement did not always 
agree with serological. 62% did well clinically— 
38% unsatisfactorily. 

Serological and Clinical improvements. 16 cases 
or 55% improved serological and clinical; 6 cases 
or 20% serological but not clinical; 2 cases or 7% 
clinical but not serological; 5 cases or 17% neither 
serological or clinical. 

Analysis of the three groups separate. Group 
1.—11 patients average of 13 injections all im- 
proved serologically—one case showed no clinical 
improvement. 

Group 2.—14 injections; 8 patients, 5 serologic 
improvement; 4 improved clinically; 2 showed 
serologic but not clinical; 1 case showed no im- 
provement serologic or clinical. 

Group 3.—7 injections; 10 cases — shortest 
amount of treatment.; 6 serologlic improvement— 
only 2 of these showed clinical improvement; 4 
cases neither serologic or clinical. 

After this treatment patients were referred to 
clinic to receive routine syphilis treatment. 








CLIPPINGS FROM THE UROLOGIC AND 
CAUTANEOUS REVIEW 





Primary Syphiloma in the Female Urethra. 
Pier G. Bortolucci (La Riforma Medica, June 8, 
1931) describes a case of a woman of thirty-one 
who complained of pollakiuria and pain on urina- 
tion. She also had intermittent headaches as well 
as a persistent fever. The fact that she had 
maculocutaneous spots led to an examination of 
the blood with a resultant positive Wassermann. 
Examination of the genitals revealed a chancre 
in the urethra which was the cause of the pol- 
lakiuria and painful micturition. 





Influence of Baths on the Passage of Anti- 
syphilitic Agents into the Spinal Fluid. W. M. 
Werzilow, A. R. Chougame and K. M. Freydine 
(Annales de Dermatol. et de Syphil., July, 1931) 
make the observations regarding their investiga- 
tions on the influence of balneotherapy on the 
penetration of antisyphilitic remedies into the 
spinal fluid that: 

1. Bismuth enters the cerebrospinal fuild in 
experimental and control animals. 

2. The greater the dose of bismuth and _ the 
greater the concentration of H 2 S in the bath the 
greater the amount of bismuth in the spinal fluid. 


3. The simultaneous introduction of neosalvar- 
san greatly increases the penetration of bismuth 
into the spinal fluid. 

As regards the penetration of arsenic into the 
cerebrospinal fluid there is difference of opinion 
but the authors believe that it is even greater 
than with bismuth, in some of their findings even 
twice the quantity. 





Prostatic Hypertrophy. Speaking of the indi- 
cations and contraindications for operation for 
hypertrophy of the prostate, G. Marion (Minerva 
Medica, July 14, 1931), summarizes his views in 
the following way: 

1. A patient who needs repeated catheteriza- 
tion should be operated. No matter how scrupul- 
ous the asepsis, sooner or later infection will 
ensue. 

2. In patients who do not require repeated 
catheterization the question of operation will de- 
pend upon whether the symptomatology is under- 
going progressive aggravation. 

3. Even if the symptomatology of hypertrophy 
is not severe or of progressive aggravation, op- 
eration may be necessary if the hypertrophy is 
the cause of recidive complications. 

4. Operation is necessary if palpation reveals 
a hard mass, indicating epitheliomatous trans- 
formation, regardless of the degree of hyper- 
trophy or the age of the patient. 

5. Tuberculosis, cancer, and all severe chronic 
diseases are contraindications to operation, but 
not so diabetes. 

6. The patient’s age is a factor in the consider- 
ation as to operation. Very advanced age is a 
contraindication to prostatectomy. 

7. The patient’s general condition must be 
studied carefully—heart, liver, lungs, ete. A de- 
ficient renal function is a contraindication to op- 
eration. Pyelonephritis, so frequent in prostatics, 
is not contraindication. The Ambard constant is 
an index of major value in determining renal 
functionality. So also is a study of phthalein 
elimination. 

8. There are no contraindicating factors to op- 
eration on the part of the bladder. 

9. Patients who are unfit for operation should 
first be made into fit condition as much as pos- 
sible before operation is undertaken. 





Treatment of Gonorrhea and Erections. Erich 
Langer, Medizinische Klinik, Nov. 31, 1931), ob- 
serves that our treatment of gonorrhea is based 
on the one hand of destroying the infection as 
rapidly as possible, and on the other hand, of avoid- 
ing any irritation which may give rise to complica- 
tions or prolongation of the disease. In men the 
difficulty arises of keeping the entire urogenital 
system at rest and avoiding complications in the 
adnexal organs. To overcome erections and pol- 
lutions is a difficult problem not only because 
they themselves maintain congestion and irrita- 
tion but because they are brought about by vari- 
ous, even psychic, factors. Consequently erotic 
influences must be overcome for which purpose 
dietetic measures will be of some use. Alcoholics 
and spicy food are to be avoided. Restriction 
of fluids at night and regular evacuation of the 
bladder and bowels tend to prevent erections. In 
addition sedatives have to be prescribed, usually 
in the form of bromides. The author has not 
seen any special value in atropin and belladonna. 
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Observations on the Formation of Wheals. IV. 
The Influence of Calcium Concentrations on 
Histamine Wheals. V. The Affects of Variation 
of the CO2 Combining Power of the Blood on 
Histamine Wheals. Wever, W. K., Alexander, 
H. L., and McConnell, F. S. Journ. Clin. Incest: 
11:195-209 (Jan. 1932). 


The above two articles are a continuation of the 
work previously reported by the authors in their 
experimental work on allergy. They state that 
the wheal produced in allergic urticaria results 
from contact between the introduced allergen and 
its specific antibody in the tissues, such contact 
giving rise to histamine or a histamine-like sub- 
stance, and that the latter is the cause of the 
localized edema. In their experimental work ex- 
perimental wheals were produced by the intra- 
dermal injection of I: 10,000 histamine acid 
phosphate solution, alone, or in combination with 
other substances. It was found in these experi- 
ments: 


1. That calcium possesses the power of en- 
hancing the size of histamine wheals, but only in 
a definite zone of concentration, varying between 
the limits of I: 10,000 and I: 1,000,000. In most 
cases the optimum calcium dilution was I: 100,- 
000. Why calcium outside these limits, seems 
~ te of enlarging the wheals is not explain- 
ed. 


2. The ingestion of acid in the form of am- 
monium chloride diminishes the size of histamine 
wheals, while the ingestion of sodium bicarbonate 
increases the size. Alkalization by the ingestion 
of sodium citrate was not accompanied by an in- 
crease in the size of the histamine wheals. While 
it is tempting to consider these phenomena on the 
basis of changes in calcium ion concentration, the 
conditions existing in the tissues are too little 
known to justify this conclusion. 





The True Sugar Content of the Skin in Diabetes. 
Trimble, Harry C. and Carey, Benjamin W. 
Arch. Dermat, and Syph. 25:6 (Jan. 1932). 


Specimens of skin from diabetic and non-dia- 
betic patients were taken fresh from the operat- 
ing room and examined for total reducing sub- 
stances, and also, by a new method for dextrose 
alone. The chemical methods used are to be des- 
cribed in another article. In the non-diabetic pa- 
tients the true sugar content of the skin aver- 
aged 56 mg. per hundred cubic centimeters, while 
in the diabetic group it averaged 144 mg. at a 
time when the average concentration in the blood 
was 226 mg. per hundred cubic centimeters. The 
data shows that an elevation of sugar in the 
blood is accompanied by an increased quantity of 
true sugar in the skin; also that the two tend to 
parallel each other. 





Chemical and Electrolytic Lesions of the Mouth 
Caused by Artificial Dentures. Lain, E. S. 
Arch, Dermat & Syph. 25:21 (Jan. 1931). 

In a number of cases of stomatitis and glos- 


sitis in patients wearing full plate dentures and 
in whom no apparent etiological factor was found, 


on the basis of some experiments, the author 
found if dissimilar metals were used in the den- 
tures from 1 to 40 degrees of galvanic current 
were registered on a micro-ammeter. He sug- 
gests therefore that these lesions were electro- 
lytic in origin. In several other cases analyses 
of the plates revealed the presence of free me- 
tallic substances or undercuring with parosity. 





Mycosis Fungoides as a Clinical and Pathologic 
Non-Existent. Symmers, Douglas. Arch. Demat. 
and Syph. 25:1 (Jan. 1932). 


The author believes that mycosis fungoides is 
a cutaneous manifestation of systemic disease. 
From postmortem and histologic observations he 
believes it is the expression of at least three dif- 
ferent diseases of the lymph nodes system; Hodg- 
kins disease, a round celled sarcoma, and lymph- 
osarcoma. 
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Placental Hormones. Collip, J. B., Canad. M. A. J 
23:631, 1930. 


This author reports a sex hormone, emmenin, 
which he prepared from the placenta and which 
produces precocious sexual maturity in young 
rats. Its action is similar to the anterior pitui- 
tary sex hormone, prolan, isolated by Zondek. 





Carbohydrate Metabolism in Mongolian Idiots as 
Evidence of Endocrine Dysfunction. O‘Leary, 
W. D. Am. J. Dis. Child 41:544, 1931. 


O’Leary determined the sugar tolerance of 
eighteen mongolian idiots and confirmed Timme’s 
claim of the presence of pituitary hypofunction 
in this condition. 


The untreated cases gave curves indicative of a 
very high sugar tolerance, whilst in those receiv- 
ing pluriglandular therapy the curves were low, 
some simulating a diabetic phase. 





The Cause of Obesity. Newburgh, L. H., J. A. M. 
A., 97:1559, 1931. 


This author, after a very careful study of obes- 
ity based upon the measurements of total heat 
production and water exchange, concludes that 
there is no specific metabolic abnormality and 
that all obesity is “simple obesity.” The increase 
in weight merely represents an energy inflow 
greater than the outflow. He states that failure 
of the primitive instinct to adjust the inflow of 
energy to the bodily needs is always the immedi- 
ate cause of both leanness and obesity. 


Comment: I agree with Barborka (Med. Clin. 
N. A. 14:701, 1930) that, whatever the mechanism 
of obesity may be, the clinical fact remains ap- 
parent that two persons on the same intake and 
output may vary in response, one getting fat 
and another remaining thin. Underweight in the 
otherwise healthy person also occurs even when 
the intake of calories is more than sufficient to 
supply the demands for energy. 


The difference between the so-called “exogenu- 
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ous” and “endogenuous” types of obesity is only 
one of degree, not of kind, and both are the result 
of disturbed metabolism, which in the last analy- 
sis is probably due to some glandular dysfunction 
which alters the relation between intake of food 
and expenditure of energy.—H. H. T. 





Head Injuries—Adrenal in Sound Test. Muck, O., 
Klin. Wehnschr. 37, 1931. Abst., Ars Medici, 
Vienna. 13:558, 1931. 


This test, first suggested by the author several 
years ago and based upon vast experimental ma- 
terial, depends upon the reaction of the mucous 
membrares of the nose after the application of 
adrenalin and then irritating with blunt object. 
A white streak develops and persists in persons 
suffering from a cerebral lesion. This test, if 
proven to be acceptable, will be of great value in 
general medicine and especially in _ industrial 
cases. 


Not all patients who constantly complain of 
ailments without it being possible to demonstrate 
objective neurological symptoms of disease are 
neurotics craving for sick pay. 





Treatment of Ovarian Deficiency with Ovarian 
Extract (Oestrin). H. Gardner Hill and J. 
Forest Smith. Lancet I, No. 9, 464. 


These authors used water soluble ovarian pre- 
paration standardized to ten rat units per 1 c.c. 
Three types of cases were studied: 


1. Primary amenorrhea—Individuals who had 
pased the normal age of puberty without any 
signs of the onset of menstruation. 


2. Primary menstrual irregularity—Individuals 
in whom mensis had never occurred from the on- 
set at less than 3 to 4 month intervals. 


3. Secondary amenorrhea—Individuals in whom 
amenorrhea developed after some years of normal 
mensis. 


Gross pelvic disease was eliminated in all. 


The majority of the patients in ggroup one pre- 
sented some abnormality or delay in bodily de- 
velopment suggestive of anterior hypopituitar- 
ism. One was typically eunuchoid. 


In group two the majority showed minor stig- 
mata of endocrine or metabolic abnormality. Some 
were obese, others underdeveloped. Some had 
goiters. 


In the third group all were more or less normal 
except for mensis. None appeared due to any 
definite or active disease such as thyrotoxemia, 
hypoinsulinism or pituitary tumor. 


First group—No results, though as much as 540 
r. u. given. 


Second group—Six out of nineteen cases bene- 
fited. 


Third group—54% benefited. In two of these, 
= were sterile, pregnancy subsequently occur- 
red. 





Ephedrine Circulatory and Glycemic Reactions in 
the Psychoses. Appel K. E. and Palmer, H. D. 
Arch. Neurol. and Psychiat. 27:159, 1932. 


It has long been known that certain neuro- 
vegetative disturbances accompany affective re- 
actions and that the affective conditioning of 
visceral responses has been the basis for most 


objective psychiatric diagnostic procedures. Chief 
use has been made of the pharmacodynamic tests 
employing atropine, pilocarpine or epinephrine as 
a means of demonstrating the relative hyper- 
tonicity or hypotonicity of one or the other di- 
visions of the vegetative system. These authors 
injected ephedrine hydrochloride into a group of 
maniac depressive psychoses of various phases. 
The schizophrenias here considered include the 
hebephrenic, catatonic and simple types, or those 
which are sometimes classified as the affectless 


reactions. Their results were in accord with the 


findings of other investigators: 


Ephedrine hydrochloride, in this series of cases, 
administered intravenously produced a tremend- 
ously greater blood pressure rise in the manic- 
depressive patients than in the schizophrenic or 
normal group. In the manic-depressive group it 
produced an average blood sugar curve showing 
an initial fall below the fasting level, a tempor- 
ary rise reaching a maximum at fifteen minutes, 
and a secondary fall below the fasting level with 
a delayed rise toward the end of the two hour 
period. In the schizophrenic group the same 
dose of the drug produced a marked elevation of 
blood sugar. In the normal person the curve is 
diphasic. 


They found a similarity of the blood sugar 
curves obtained in the schizophrenic group to the 
curves obtained by them in persons suffering 
from evident endocrine imbalance, and state that 
such a resemblance raises the question as_ to 
whether endocrine dysfunctions have anything to 
do with the physiologic response in dementia 
praecox. 


They conclude that the indications seem to be 
that the manic-depressive patient shows a hyper- 
irritability of the sympathetic, which is interpret- 
ed as an affectively conditioned sympathetic hy- 
pertonus, a reaction pattern fixed in the neural 
organization by habitual emotional impressions. 
The schizophrenics show a relztively inert symp- 
athetic system as estimated by ephedrine stimu- 
lation. 





Disturbances of Circulation in the Legs. Allen, 
A. W. New Eng. J. of Med., Nov. 17, 1931, Abst. 
Ars. Medici, Vienna, 10:30 (Jan.), 1932. 


In cases of intermittent claudication, Raynaud's 
disease, etc., Burger’s exercises have often pro- 
duced excellent results; legs raised to an angle of 
45 degrees until the feet are blanched (about two 
minutes), then the legs hanging down until the 
feet become cyanotic and painful (one to three 
minutes). This exercise should be repeated three 
to six times at a sitting with intervals of five 
minutes during which the patient must lie abso- 
lutely still with his legs warmly wrapped up; the 
sittings should be repeated two to four times 








daily. In addition slight gymnastic exercises for 
the legs. 
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Female Sex Hormonology. By William P. 
Graves, A.B., M.D., F.A.C.S., Professor ‘of Gyne- 
cology at Harvard Medical School; Surgeon-in- 
Chief to the Free Hospital for Women and to the 
Parkway Hospital, Brookline, Massachusetts. 131 
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pages, with illustrations. Philadelphia and Lon- 
don: W. B. Saunders Company, 1931. Cloth, $3.50. 





Psychology and Psychiatry in Pedriatrics: The 
Problem. Report of the sub-committee on Psy- 
chology and Psychiatry, Bronson Crothers, M.D., 
Chairman. White House Conference on Child 
Health and Protection. The Century Company, 
New York and London. Cloth, Price $1.50. 





Health Protection For The Preschool Child. A 
National Survey of the Use of Preventive Medi- 
cal and Dental Service For Children Under Six. 
Report te the Section on Medical Service, George 
Truman Palmers, Dr. P. H., Chairman, Sub-Com- 
mittee on Statistics, Mahew Derryberry, Re- 
search Assistant, Philip Van Ingen, M.D., Chair- 
man, Committee on Medical Care for Children. 
White House Conference On Child Health and 
Protection. The Century Company, New York 
and London. Cloth, Price $2.50. 





The Surgical Clinics of North America. (Issued 
serially, one number every other month). Vol- 
ume 11, No. 6. (Philadelphia Number—December, 
1931). 309 pages with 87 illustrations. Per Clinic 
Year (February, 1931, to December, 1931.) Paper, 
$12.00; Cloth, $16.00 net. Philadelphia and Lon- 
don: W. B. Saunders Company, 1931. 


There will be found elsewhere in this issue an 
article by Dr. Temple Fay on “Head Injuries.” 


Among other articles of special interest to 
surgeons are: “Modern Tendencies in the Treat- 
ment of Fractures,” by Doctors Eldridge L. Elia- 
son and Walter W. Ebeling; Bronchoscopic And 
General Surgical Clinic of Drs. Chevalier Jackson 
and W. Wayne Babcock provides “Laryngectomy 
For Carcinoma of The Larynx”; “Hematoma 
Auris”; “Intrathoracic Ganglioneuroma”; “Retro- 
peritoneal Ganglioneuroma”; “Intussusception”; 
“Elephantiasis of The Right Leg”; “Anthrax Pus- 
tule of The Forearm”; “Electrically Lighted Re- 
tractors”; “ Paravertebral Extrapleural Thoraco- 
plasty,” is presented by Dr. John B. Flack. 


There are many other articles in this issue of 
great interest to the surgeon as well as the gen- 
eral practitioner. 





A Text-Book of Clinical Neurology. By Israel 
S. Wechsler, M.D., Professor of Clinical Neurol- 
ogy, Columbia University, New York; Attending 
Neurologist, Neurological Institute and The 
Montefiore Hospital, New York City. Second 
Edition, Revised. 759 pages with 142 illustra- 
tions. Philadelphia and London: W. B. Saunders 
Company, 1931. Cloth, $7.00 net. 


Textbooks on Neurology are rather rare com- 
pared to those issued on other subjects. This 
issue of Wechsler is a considerable improvement 
over the previous edition and has a rearrange- 
ment of the subject matter more fitting to the 
problems considered. We consider this a very 
useful book for the general practitioner. 





Courts and Doctors. By Lloyd Paul Stryker. 
The MacMillan Company, New York, 1932. Cloth, 
236 pages. 


_ Suits alleging malpractice are the most irritat- 
ing things confronting the physician. Not with- 
standing the fact that they are nearly always 
baseless, often born of the basest ingratitude, 
they call for prompt, sensible and energetic de- 
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fense. Every physician should know the funda- 
mentals of medical law and his legal responsibil- 
ity with reference to the cases he undertakes to 

handle. Perhaps few men ate in better position 

than Mr. Stryker, who for many years was gen- 

eral counsel for the New York Medical Society to 

state the case. Dr. Charles Gordon Heyd, Presi- 

dent of the Medical Society of New York notes 

that the State had approximately 12,500 physi- 

cians and that in 1930, there were 256 more mal- 

practice suits brought against the members than 

in 1929. The reason for this is almost obvious— 

depression, hard times, and the desire to evade 

payment, naturally stimulate such suits. It must 

be admitted that we do have cases of malpractice, 

but, as a rule, they are rare, and the physician 

is found giving the average grade of medical ~ 
and surgical service demanded or set as a stand- 

ard in the community in which he resides. 


This volume is divided into seven parts, the 
parts in turn being subdivided into various sub- 
jects. These parts considered are: The Practice 
of Medicine, The Relationship of Patients and 
Physicians, The Action of Malpractice, Defenses 
To Actions For Malpractice, Expert Testimony, 
The Doctor On The Witness Stand, The Doctor 
And The Criminal Law. 


Perhaps the last one is more important than 
any of the others for it is a matter of fact that 
physicians almost daily violate the law in some 
small matter, however, with no intent to commit 
a violation. This part takes up Assault, Abortion, 
Contraception, Narcotics, Prescription of Liquor, 
Practicing While Intoxicated, False Certificates 
of Health, and Conclusions. 


The writer believes every physician of Okla- 
homa should possess and read this book. 





Conquering Arthritis. By H. M. Margolis, M.D. 
Cloth, Illustrated, 192 pages. 1931, The MacMil- 
lan Company, New York. 





The Human Voice, It’s Care And Development. 
By Leon Felderman, M.D. Cloth, Price $2.50, 301! 
pages. Henry Holt and Company, New York, 
Publishers. 





ee 
DALLAS SOUTHERN CLINICAL SOCIETY 





According to present indications, all medical 
roads in the South will lead to Dallas for the 
week of March 28th to April 2nd, for the Fourth 
Annual Spring Clinical Conference of the Dallas 
Southern Clinical Society. A handsomely illus- 
trated “Prospectus” outlining the work offered at 
the Conference, was sent out in January to 21,- 
000 doctors, not only in the South but also 
throughout the United States and foreign coun- 
tries. 


The annual Spring Clinical Conference is plan- 
ned to carry out the purpose of the Dallas South- 
ern Clinical Society, namely, “To make available 
to the medical profession of the South, the post- 
graduate teaching material of Dallas.” In brief, 
twenty of the outstandirg men of medicine and 
surgery in the United States, will be brought to 
Dallas to appear in addresses in general assem- 
blies, and in hospital clinics, while a most com- 
prehensive course of 96 hours of post-graduate 
instruction will be offered by the Society’s local 
members, along with other features. Thus a 
registrant will have literally “brought to his door,” 
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right in the South, medical information and train- 
ing which would require weeks and months of 
time, and thousands of miles of travel, to secure 
by other means. 


The first three annual Spring Clinical Confer- 
ences at Dallas have been generously supported 
by Southern doctors, with a total registration of 
over 1100 in 1931. The 1932 session will be big- 
ger and better than ever; more invited guests 
are being brought; more round-table luncheons 
will be included; the program has been wonder- 
fully co-ordinated to eliminate conficts between 
post-graduate courses and hospital clinics; and 
yet the all-inclusive registration fee has been kept 
the same—ten dollars. 


The following distinguished guests will be 
heard in addresses, hospital clinics and evening 
symposia: 

Dr. Thos. McCrae, Philadelphia, Internal Medi- 
cine; Dr. Samuel A. Levine, Boston, Cardiology; 
Dr. Albert H. Rowe, Oakland, Allergy; Dr. Thos. 
R. Brown, Baltimore, Gastro-enterology; Dr. Karl 
A. Menninger, Topeka and Boston, Neuro-Psy- 
chiatry; Dr. Udo J. Wile, Ann Arbor, Dermat- 
ology; Dr. W. McKim Marriott, St. Louis, Pedia- 
trics; Dr. Lee W. Dean, St. Louis, Pediatric Oto- 
laryngology; Dr. Joseph C. Beck, Chicago, Oto- 
laryngology; Dr. Wm. L. Benedict, Rochester, 
Minn., Ophthalmology; Dr. Frank H. Lahey, Bos- 
ton, General Surgery; Dr. Shelton Horsley, Sr., 
Richmond, General Surgery; Dr. Carl A. Hedblom, 
Chicago, Chest Surgery; Dr. Wm. O’Neal Sher- 
man, Pittsburg, Industrial Surgery; Dr. Paul 
Titus, Pittsburg, Obstetrics and Gynecology; Dr. 
Edw. H. Richardson, Baltimore, Gynecology; Dr. 
Herman L. Kretschmer, Chicago, Urology; Dr. 
Dudley A. Smith, San Francisco, Proctology; Dr. 
Merrill C. Sosman, Boston, Radiology; Dr. John 
A. Kolmer, Philadelphia, Clinical Pathology. 


In addition to being heard in general assem- 
blies each morning, the distinguished guests will 
hold clinics in the afternoons at six allied hos- 
pitals, and in addition will appear in evening pro- 
grams as follows: 


General public meeting, Monday evening, 
March 29th: Dr. T. R. Brown, Dr. Frank H. 
Lahey, Dr. Karl A. Menninger; Dr. E. H. Cary, 
President-elect of the American Medical Associ- 
ation. 


Symposium on Tuesday evening, March 29th, 
“Diseases of the Biliary Tract,” Dr. Thomas Mc- 
Crae, Dr. J. S. Horsley, Sr., and Dr. M. C. Sos- 
man. 


On Thursday evening, March 3ist, there will 
be two symposia: One on “Arthritis,” featuring 
Dr. John A. Kolmer; one on “Conservation of Ma- 
ternal Health,” featuring Dr. Edw. H. Richard- 
son. 


The Baker Hotel will remain as Conference 
headquarters, for registration, technical and 
scientific exhibits, general assemblies, and part 
of the post-graduate hours and round-table lunch- 
eons, the others being held across the street at 
the Adolphus Hotel. 


By a new arrangement, on the afternoons that 
medical subjects are being presented downtown 
in post-graduate lectures, surgical topics will be 
discussed in hospital clinics, and vice-versa. An- 
other innovation is that every post-graduate lec- 
turer will have abstracts or outlines of his talk, 
to distribute to his auditors. 


The round-table luncheons have always been 





one of the most popular features of the confer- 
ence. This year luncheons will be held on each 
of the first five days, in six groups: Medicine, 
Surgery, Pediatrics, Eye-Ear-Nose-Throat, Urol- 
ogy, Orthopedics. 


Emphasis, as always, will be placed on worth- 
while “work,” but on Wednesday evening, March 
30th, “play” will be in order, at a brilliant Clinic 
and Alumni dinner, with elaborate entertainment. 

A nice variety of motion pictures, with sound, 


will be shown on the opening day. The technical 
exhibits will be more instructive, and the scien- 


tific exhibits will be much more extensive than ° 


formerly. A golf tournament comes on Friday 
afternoon. 


Another interesting innovation for 1932, will 
be medical ward rounds and surgical operative 
clinics at local hospitals Friday afternoon and 
Saturday morning, by Dallas members of the 
Clinical Society. Luncheon will be served Satur- 
day at the hospital. 


For this year special reduced railroad rates 
have been granted from practically three-fourths 
of the total area of the United States. The rate 
will be one and one-half fares for the round-trip, 
on the most convenient plan possible—the identi- 
fication certificate plan. By this arrangement, 
upon presentation of a “pink slip” furnished by 
the Secretary of the Clinical Society, a regis- 
trant can purchase his round-trip ticket right at 
home, with a return limit of thirty days. Doc- 
tors coming from outside the South and West, 
may buy tickets at reduced rates from the first 
main point they reach within the territory. 
Within Texas and Louisiana, prevailing rates of 
one and one-third fares for the round-trip, are 
available at any time. 


About March Ist a copy of the final program 
will be mailed to approximately 9,000 doctors in 
Louisiana, Arkansas, Oklahoma, Texas, New 
Mexico, Arizona, and Southern Colorado. A copy 
will also be gladly sent to anyone else requesting 
it. 

Dallas has ample hotel facilities, but reserva- 
tions are pouring in rapidly for the Baker and 
Adolphus. Hotel reservations, advance registra- 
tion, certificates for reduced railroad rates, and 
requests for programs should be handled through 
the secretary of the Dallas Southern Clinical So- 
oor Dr. Milford O. Rouse, 1424 Medical Arts, 
Dallas. 
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PREVENTION OF SPINAL CORD DEGENER- 
ATION IN PERNICIOUS ANEMIA 








A survey of the clinical course of eight patients 
with pernicious anemia and spinal cord degener- 
ation observed by Paul Starr, Chicago (Journal 
A. M. A., April 11, 1931), indicates that they may 
be divided sharply into a group of four that have 
grown steadily worse. The period of observation 
in five of these cases is more than three years; 
the others have been followed from one and a half 
to two and a half years. It would seem that the 
patients who received sufficient specific antiane- 
mic substance to keep the red blood cell count 
above 5 million per cubic millimeter did not have 
progressive degeneration of the central .nervous 
system in contrast to those who were allowed to 
remain even slightly anemic, in whom progres- 
sive degeneration did occur. 
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SQUAMOUS CELL CARCINOMA OF THE OR- 
BIT: PROBABLE METAMORPHOSIS OF 
AN ADAMANTINOMA 





According to George Francis Suker, Chicago 
(Journal A. M. A., Nov. 7, 1931), the adaman- 
tinoma as such is not a very rare tumor. It oc- 
curs most frequently in the upper jaw or antrum 
It is either a solid or a cystic growth. Many 
times it has a structure resembling a gland—then 
designated adenoma adamantinum or epithelioma 
adamantinum. It develops from the paradental 
epithelial remains of the enamel organ which 
springs from the adamantoblast. Any tumor 
arising from this blast is called an adamanto- 
blastoma. Adamantinomas frequently develop 
from old roots or snags and are relatively benign, 
unless they undergo metamorphologic changes. 
Their structure is a fibrillary spindle cell network 
with many proliferations from these cells. Often 
the cellular structure is not unlike a carcinoma 
or even a gland. A close inspection of these 
epithelial cells shows a close relationship to the 
early embryonal enamel cell, in its very incipient 
stages of development. The outer cells are highly 
cylindric, the next layers are polygonal flat epi- 
thelial cells. Eventually these polygonal cells may 
undergo systic degeneration and by confluence 
form larger cysts. These cysts are then usually 
surrounded only by the cylindric cells. In such in- 
stances the picture closely resembles glandula: 
structure. The author reports a case of the solid 
form, which is the more unusual type. It is not 
so improbable that there have been similar or 
like cases, but they may have been mistaken for 
other types of tumor because they had osteoid 
changes or degeneration; or, as they often re 
semble adenomas, they may have been taken for 
cylindromas arising from the orbital lacrimal 
gland, or for fibrosarcomas, with bony changes, 
or even for epulis. At all events, there is some 
justification in assuming that this case is the 
first of its kind reported. 
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PITUITARY THERAPY OF ALOPECIA: PRE- 
LIMINARY REPORT 





Five years ago, while Bengt Norman Bengtsor, 
Maywood, Ill. (Journal A. M. A., Nov 7, 1931), 
was resident at the Research and Educational 
Hospital of the University of Illinois, a woman 
with Frohlich’s syndrome was treated with vari 
ous pituitary preparations. During the treat- 
ment, she developed a luxuriant hair growth, in 
addition to regaining her normal sexual desires, 
reestablishing her menstrual cycle, and losing 
weight. The growth of hair was particularly re- 
markable in that the patient and her immediate 
female relatives (mother and two sisters) all had, 
since early youth, a scanty atrophic type of hair, 
prone to dryness and easy end-splitting. Infer- 
ring a relationship of the pituitary therapy to 
this patient’s hair growth and its change in text- 
ure, the author began to study the effects of cer- 
tain pituitary preparations in cases of alopecia. 
He reports on sixteen patients, in all of whom 
the results were so striking that a preliminary re- 
port seemed desirable to render this treatment 
available for investigation by others, in spite of 
the relatively small number of cases. It seems 
that coincidence could be ruled out by the uni- 
form success in these sixteen patients, most of 
whom tried (one over a period of twenty-three 
years) various kinds of other treatments. The 
patients were taken in order of admittance and 
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treated without preference or selection. The re- 
sults secured might be anticipated on theoretical 
consideration. An endocrine motor mechanism 
for the growth of hair must a priori be postu- 
lated, and, in view of the intimate association of 
the sex glands to the development of hair and of 
the pituitary to the sex glands, this mechanism 
might reasonably be looked for among these 
glands. On the basis of his observations the au- 
thor concludes that a definite therapeutic rela- 
tionship seems established between certain alo- 
pecias and the pituitary gland preparations used, 
The anterior lobe was in most of the cases, the 
sole influence in producing the growths of hair 
obtained. The hypodermic use of pituitary gland 
secured more satisfactory and move rapid hair 
growth than oral administration, which on the 
whole is disappointing. The combination of hy- 
podermic injections in large doses (2 cc.) and oral 
administration was found to give the most rapid 
response. 





MAGNITUDE OF REGURGITATION WITH 
AORTIC LEAKS OF DIFFERENT SIZES 





Carl J. Wiggers, Cleveland (Journal A. M. A., 
Nov. 7, 1931), has long maintained that crucial 
evidence of a considerable regurgitation in aortic 
insufficiency has not been adduced and further 
that all the typical signs can be logically explain- 
ed on the assumption that only a reasonably small 
regurgitation takes place. By this he means a 
regurgitation volume equivalent to about 5 or 10 
per cent of the systolic ejection, in contrast to 
the 50 or 60 per cent generally assumed by those 
who speak of a large, a considerable, a sub- 
stantial or a significant regurgitation. He re- 
states briefly the defects in the experimental 
evidence which led to his contention and then pre- 
sents briefly recent experiments from his labora- 
tory which make it necessary to abandon the view 
in the case of large leaks. Summarizing his pres- 
ent views, he states that both the magnitude of 
the regurgitation and its distribution during suc- 
cessive phases of diastole are determined by the 
size of the leak. Undoubtedly there are many 
incipient cases of aortic insufficiency clinically 
in which the magnitude of the regurgitation is 
not great, but it is probable that in advanced 
stages of the disease a large reflux obtains. In 
the former, regurgitation predominates during the 
latter phases of diastole; in the latter, it happens 
chiefly during the initial period of relaxation. 
Between these extremes, all gradations occur. The 
author’s recent studies give promise of supplying 
a method by which the size of the leak can be 
estimated in patients. The chief criterion is the 
steepness and depth of the incisural drop evi- 
denced in catieal records taken from the sub- 
clavian artery of man. 





RECENT ADVANCES IN INTERPRETATION 
OF ELECTROCARDIOGRAM 





In answer to the question of what is the place of 
the electrocardiograph in clinical medicine, Louis 
N. Katz, Chicago (Journal A. M. A., Nov. 7, 1931), 
states that it is not, as some believe, the final 
authority on all ailments of the heart, nor is it, 
as others hold, an unpractical toy for the curious, 
an impressive hoodwink for the unscrupulous, or 
a good investment for the mercenary. The value 
of the electrocardiogram in elucidating the appli- 
ed physiology of the heart in the last thirty years 
has been extraordinary. It is still useful in many 
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ways in clinical medicine; viz., (1) in determining 
the nature of cardiac irregularities, (2) in esti- 
mating myocardial involvement, (3) in locating 
valvular or congenital lesions, and (4) in aiding 
the management of cardiac cases. Too much 
must not be expected from the electrocardiograph. 
While the electrocardiograph has a definite place 
in clinical practice, it cannot replace the custom- 
ary methods of making a diagnosis, as some 
physicians have imagined. The author discusses 
in detail the value of the electrocardiogram in 
disturbances in cardiac mechanism, in myocardial 
involvement, in ventricular preponderance and in 
the management of cases of arrhythmia. 
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THIRTEEN S.M.A. PRODUCTS APPROVED 


Word has just been received that the Committee 
on Foods of the American Medical Association 
has approved SMACO (400) Maltose and Dex- 
t:ins. 

This mzkes twelve products of the S.M.A. Cor- 
poration that have successfully met the require- 
ments ard have been approved by this committee, 


——— ————— ——————_——_—. 
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JAMES Y. SIMPSON, M.D. 
Neurologist and Addictologist 


SIMPSON -MAJOR SANITARIUM 


310 Euclid Avenue 


which is well known to have very high standards. 
It speaks well for the skill and high standards of 
this company that so many products have thus 
far been approved. 


First on the list of approved products of this 
company, of course, is S.M.A., both powder and 
concentrated liquid forms, the only antirachitic 
breast milk adaptation. Other products of S.M.A. 
Corporation approved are SMACO (204) Concen- 
trated Liquid Half Skimmed Milk, SMACO (207) 
Powdered Haif Skimmed Milk, SMACO (300) 
Hypo-Allergic Whole Milk Sterilized Liquid, 
SMACO (200) Whole Cow’s Milk, Sterilized 
Liquid, SMACO (203) Concentrated Liquid Whole 
Milk, Sterilized, SMACO (205) Concentrated 
Liquid Skim Milk, Sterilized, SMACO (206) 
Powdered Whole Milk, SMACO (208) Powdered 
Skim Milk. 

The Council on Pharmacy of the American 
Medical Association has also re-accepted Protein 
S.M.A. (Acidulated) following the annual re-ex- 
amination of products they accept. 





The Cedars Maternity Sanitarium 
Seclusion Home and Hospital 
Cheerful, Homelike Surroundings for Unfortunate Young Women. 
Ethical Physicians and Nurses, Licensed 
Ravinia Stop, Address, 111 Ravinia Drive 
Dallas-Ft. Worth Interurban DALLAS 
PHONE 6-1207 
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Neuro-Psychiatrist 
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Beautifully situated in a pleasant residence section of the city. Fully equipped and well 
heated. All pleasant outside rooms. Large lawn and open and closed porches for exercises. 
Experienced and humane attendants. Liberal, nourishing diet. Resident physician in attend- 
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